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Adult Mental Health Essay
I chose to write this essay regarding the extent membership of an ethnic minority 
group is influential in the process and treatment of depression due to my limited 
knowledge in both areas of depression and ethnicity. I saw it, very much as an 
opportunity to learn.
This essay endeavours to initially provide the reader with a basic understanding of the 
key concepts of both depression and ethnicity. Next the relationship between these 
two concepts is examined in terms of prevalence of depression within Britain’s ethnic 
minority population and the affect this membership may have on the process of both 
diagnosis and treatment.
Despite my recognition that my present knowledge is limited, where possible I have 
attempted to incorporate any experiences I have had that connect with the issues 
raised. I feel this is an important process in order for me to develop as a 
knowledgeable practitioner, specifically my capability to unite what I learn 
academically with what I do professionally.
Introduction:
As the term “depression” becomes more familiar and widespread, so it seems does the 
amount of individuals who experience this very distressing and debilitating mental 
health disorder. In fact depression has been identified as one of the most serious health 
problems in the general population around the world (Saez E, Bernal G, 2003). It has 
been estimated that between 60-70% of adults at some time experience symptoms of 
depression or anxiety of sufïïcient severity to affect their daily lives (Murray, 1995). 
This striking statistic supports the findings of the World Health Organisation (WHO) 
who reported that depression was ranked fourth among the leading diseases affecting 
the world today. Furthermore, it has been suggested that by the year 2020, depression 
is expected to be the second most serious health problem affecting our world’s 
population (Saez E, Bernal G, 2003)
The cost of depression in the UK was estimated at 3.5 billion pounds a decade ago. 
More recently Thomas and Morris (2000) investigated the total cost of depression (in 
adults) in England in the year 2000. They revealed the total cost to be estimated at
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over 9 billion pounds, of which 370 million represents the cost of direct treatment. 
Additionally there were an amazing 109.7 million working days lost and a reported 
2615 deaths due to depression (Thomas C & Morris S, 2000).
Having established, with this very brief overview, the enormity and severity this 
disorder has on both individuals and society as a whole, we must ask ourselves -  what 
is depression? What exactly do people mean when they say they are depressed? 
Dictionary definitions suggest that a depressed person has been “pressed down, 
lowered, brought down, humbled, abased or dispirited” (Collins, 2002). Barker (1992) 
takes this idea a step further by suggesting that this definition reflects the metaphorical 
status of depression. That the individual may feel as though some “Thing” has taken 
their spirit away, sapping their strength, extracting their goodness and leaving 
sometimes a shell, or worse, an illness (Barker, 1992). This account connects with my 
experience of working in an acute psychiatric unit, supporting and working with 
depressed individuals. They would talk about their depression as if it were a separate 
part of them, something to be fought and wrestled with, often resulting in a daily 
battle. It was apparent in one particular individual I worked with that she had literally 
lost her drive and desire to fight her depression and for a short while, let it envelop 
her.
On the other hand, commonly used Westernised diagnostic tools define depression in 
terms of cognitive and biological features characterised by psychological and physical 
manifestations. These can include loss of confidence, anxiety, irritability, sexual 
dysfunction and constipation to name a few. A depressive episode is diagnosed by the 
presence of four or more such symptoms (Fraser et al, 2001). Classification systems 
such as the DSM-IV and ICD 10 refer to depression in terms of different mood 
disorders, comprising depression and elation or a combination of the two. Unipolar 
disorders are experiences of lowered mood, while bipolar disorders are experiences of 
depression alternating with periods of elation (APA, 1994).
Severity of symptoms regarding depression can range fi*om a description of low 
spirits, to severe depression resulting in disturbing physical sensations, distressing 
emotions, and a disruption of normal psychological and physical functions (Barker,
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1992). Given the obvious impairments associated with this disorder it is reassuring to 
know that major depression can be treated successfully in 80-90% of all cases. 
Perhaps not so reassuring is that only one in three individuals who experience 
depression actually seek treatment. Furthermore, even when treatment is sought, 
outcome is often poor as depression is not well recognised and properly treated (Saez 
E, Bernal G, 2003).
Ethnicity and Mental Health
This essay’s purpose is to investigate how membership of an ethnicity minority group 
can affect the process of diagnosis and treatment for depression in the UK. While 
researching this area it has struck me that it is only relatively recently that ethnicity 
and culture have been deemed relevant or discussed in relation to mental health. 
Nazroo (1997) states “the British medical profession only developed an interest in 
culture and ethnicity during the period of Commonwealth migration that effectively 
ended in the 1970’s” (Nazroo, 1997). Despite this it should be acknowledged that in 
these last 30-plus years there has been a vast amount of research conducted 
investigating this relationship. The enormity of research presently available, in itself 
highlights to me the importance and relevance of ethnicity in relation to mental health. 
Throughout my, somewhat limited, practical experience within the health service, I 
have supported and worked with many individuals who may define their ethnicity as 
different from my own. My own research in this area will have major implications for 
my role as a future practising clinician, namely the importance of recognising, 
acknowledging and responding to “difference and diversity” in my client population.
Many investigators do seem to be recognising that particular characteristics of 
ethnicity influence the psychological well being of individuals. A report by the NIMH 
Basic Behavioural Science Task Force of the National Advisory Mental Health 
Council in 1998 stated that “social, cultural and environmental aspects were 
considered as central in shaping what we are and the way in which we function” 
(Cuellar & Roberts, 1997, cited in Saez & Bernal, 2003). Despite this it appears that 
more often that not clinicians and researchers rule out cultural issues in the diagnosis 
and treatment of mental health disorders.
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Ethnicity
Despite the increasing acknowledgement that ethnicity is an important variable in the 
investigation, diagnosis and treatment of mental health disorders, there does seem to 
be problems with the use of it in research. One key difficulty appears to be the 
definition of “ethnicity”. What does ethnicity mean and how is it defined? This has 
encouraged me to reflect on my experience of ethnicity and I feel that my narrative 
demonstrates how misunderstood and complex this term can be. I have always been 
confused as to what my “ethnic group” was. One of my parents is English and the 
other Armenian, although I have no involvement or real experience of the Armenian 
culture. Whenever I completed ethnic monitoring forms I was never absolutely sure 
which “category” I was supposed to come under. I understood ethnicity in terms of 
race, in which case I would often categorize myself under “white/other”. I have since 
discovered that this is a common mistake to make, that ethnicity is often mistaken for 
the race of an individual. However, race and ethnicity are two different concepts. 
Ethnicity comes from a Greek word meaning people or tribe. It is a social construct, 
involving sharing common cultural traditions that are distinctive, maintained between 
generations and lead to a sense of group identity, such as ancestry, psychological 
factors, common language, shared values and sometimes religion. In contrast, race 
refers to biological aspects that differentiate humanity by the physical characteristics 
of a person (Senior & Bhopal, 1994). Now, holding a much clearer understanding of 
ethnicity I would define myself as “British”. It would appear that defining one’s 
ethnicity can be a very subjective process.
Ethnic Minority Groups in Britain
So far I hope to have provided the reader with a basic understanding of the key 
concepts of this essay, both depression and ethnicity. In order to consider the 
relationship between these concepts it may be useful to first establish the prevalence 
of ethnic diversity in Britain.
The 1991 Census was the first to collect information on the ethnic origin of the 
population of Britain. Their findings confirmed that approximately three million 
people, 6% of the population were members of non-white groups (Nazroo, 1997). 
Taking this statistic, and the probable increase in numbers since this time into
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consideration it appears vital that the care provided by our health service caters 
effectively for this diverse population and professionals are informed of what impact 
ethnicity may have on mental health.
Depression and Ethnieity
It appears that the prevalence of depression among different ethnic groups in Britain is 
a notably controversial issue. Perhaps the difficulties in diagnosing depression and 
defining ethnicity are to blame. However the findings drawn from a number of studies 
vary considerably. One explanation for this variation in findings may be that it is only 
recently that researchers have been interested in how different ethnic groups have 
been affected by neurotic disorders, such as depression. Most research has seemed to 
focus on what may be deemed as the more severe psychotic disorders.
Some studies have concluded that the likelihood of one suffering with depression is 
not affected by membership of an ethnic minority group. For example, Shaw, et al’s 
(1999) population based study investigated the prevalence of anxiety and depression 
in British living African Caribbeans and white Europeans. Their findings provide 
evidence to suggest that in Manchester the prevalence of depression is similar for both 
these ethnic groups (Shaw, et al, 1999). This study however has a number of problems 
and Rait (1999) states that these finding should be interpreted with caution due to the 
unreliability of the method used to identify cases of depression. Rait, (1999) advises 
that prevalence rates derived from this sample do not provide valid or reliable 
information (Rait, 1999).
Data on hospital and general practice treatments have suggested that rates of 
depression are lower in both South Asian and African Caribbean groups residing in 
Britain compared to white British groups (Gilliam et al, cited in Nazroo, 1997). Again 
these findings have been criticised as they are based on data from hospital admissions 
and therefore cannot be generalised to the wider population, specifically individuals 
who suffer from depression but do not seek or are not offered help, i.e. those 
“unrecorded people”.
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Nazroo’s (1997) study highlights some significant differences in the rates of 
depression found in ethnic minority groups in Britain compared to the white British 
population. Ethnicity and Mental Health, written by Dr. James Nazroo is based on the 
first systemic study of depression and psychosis among a representative sample of 
ethnic minority groups in Britain. This extensive study included interviews with 5,196 
African Caribbean and Asian individuals plus 2,867 white individuals, followed by 
detailed clinical examinations to assess mental state more accurately. Nazroo (1997) 
contradicted earlier findings based on treatment statistics and found that Afiican 
Caribbeans were 60% more likely to suffer with depression than white individuals and 
African Caribbean men were twice as likely to be depressed than white men. However 
African Caribbean individuals were far less likely to be receiving treatment for 
depression. For example, not one individual was receiving medication compared to 
the 9% of white individuals who were. Nazroo (1997) reported that South Asian 
individuals had lower rates of depression than white British individuals. Chinese 
individuals had the lowest of all rates of depression. Interestingly individuals fi*om a 
white minority group had the highest rates of depression compared to all other groups 
(Nazroo, 1997).
This brief overview of research conducted in Britain highlights how membership to an 
ethnic minority group appears to affect the likelihood of one suffering from 
depression.
Nazroo’s findings have been enormously influential and led to a great deal of further 
research. Much of this research has focussed on investigating the reasons why there 
are differences regarding the rates of depression for ethnic minority groups compared 
to white British groups living in the UK. These thoughts will now be discussed.
Diagnosis
Having established apparent differences in rates of depression found in ethnic 
minority and white groups in the UK, we must ask ourselves why this may be the 
case. Research exploring biological causes has not been successful. It would appear 
that these differences cannot be accounted for by means of biological explanations
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(Charkaborty & McKenzie, 2002). This has led to a search for possible causes in the 
UK.
One key reason for these differences may be due to problems with diagnostic methods 
used in Britain. That in fact Britain is not accurately diagnosing cases of depression in 
ethnic minority groups, due to cultural limitations of the Western measures used to 
identify mental illness.
It appears in Britain we have a very rigid and specific view about what depression is 
and how we can define it, e.g. through use of classification systems outlined earlier in 
this essay. There is evidence to suggest that the vocabulary used to describe and 
define depression in Britain has a unique meaning to white British and western 
European society. That throughout history there has been a development of what 
could be coined “western depression” (Jadhav, 1996). Jadhav (1996) suggests that 
although depression, as the British know it, is assumed to be a universal disorder, it 
may actually be culturally specific (Jadhav, 1996). Fenton and Sadiq-Sangster have 
provided evidence to support this notion. They discovered that Pakistani origin 
women in Bristol described their depression as “thinking too much in my heart”. 
Although this saying correlated with the expression of most of the standard Western 
symptoms of depression, they were also able to show that some of the standard 
Westernised symptoms were not present, e.g. those relating to a loss of meaning in life 
and self worth. This suggests that there may be fundamental differences between 
depression as we know it, and the disorder described by these women (Fenton & 
Karlsen, 2002).
A less extreme line of thought regarding difficulty with diagnosis of mental health 
disorders across cultures suggests that differing rates of depression in the UK may 
reflect language and communication difficulties between service users and service 
providers (Nazroo, 1997). This suggests that depression as a disorder is universal but 
diagnostic techniques must take into consideration the different ways symptoms can 
be described by a variety of cultures. Furthermore particular cultures tend to describe 
depression in “culturally accepted” ways, e.g. South Asians tend to describe 
psychological distress in terms of physical symptoms (Nazroo, 1997). In the UK these
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symptoms may not be identified as mental health problems and consequently 
depression may not be accurately diagnosed for this cultural group.
These problems are amplified when service users do not speak English and then 
interpreters are needed to bridge the language gap. The role of interpreters in the 
health care service is an important one. It has been suggested that emotional 
connections, identities and psychological experiences may be dependent on the 
language being used by an individual. Additionally that for bilingual people emotional 
expressiveness and reporting of psychological difficulties may be manifested very 
differently depending on whether their first or second language is used (Raval, 2002) 
Evidence suggests that problems associated with misdiagnosing service users due to a 
lack of language and cultural understanding are significantly reduced when an 
interpreter is present (Raval, 2002). It appears that the provision of good quality 
interpreters is vital in aiding practitioners to carry out reliable and valid assessments 
that can lead to diagnosis of depression. Unfortunately, as Raval and Smith (2003) 
reveal, even when interpreting services are available there is often a reluctance on the 
part of health care professionals to use them. They suggest this reluctance may arise 
out of insufficient training and negative prior experiences in carrying out multicultural 
work with interpreters (Raval & Smith, 2003). Similarly MIND suggests that 
presently there is no requirement during the training of doctors, nurses, police and 
social workers to demonstrate cultural sensitivity. They state that it is this failure to 
incorporate an understanding of the significance of race and culture into a systematic 
professional response that makes the diagnosis or assessment procedure “unreliable 
and highly stressful” (MIND, 2004).
I have been involved in a ward round during which a young man from Sri Lanka was 
assessed for depression with the assistance of an interpreter. I was extremely curious 
about this process, not having had any prior experience of working with interpreters. I 
recognize the importance of this process and advocate the need for more wide spread 
use of interpreters. However, what struck me in this instance was the dramatic contrast 
in the power differential between this man and the team compared to the relationship I 
had seen 10 minutes previously when a young English female was being assessed. It 
struck me how disadvantaged this man was by not being able to speak English and
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having to rely completely on the interpreter to tell his story. I was aware of the 
difficulty he experienced connecting with the team, almost as if the language barrier 
created an even greater power differential of “us and them”. Furthermore, as I listened 
to his horrific experiences of escaping the LTTE and arriving in England, never to see 
his family again, I wondered if we could truly fully understand what this young man 
had been through. I found myself frustrated, wanting to gain a deeper understanding, 
but could also see his fear and confusion at being faced with a sea of unfamiliar faces 
in a very unfamiliar environment. It struck me that it is important for health care 
professionals to be sensitive and aware of these issues relating to power and equality 
when working with individuals from ethnic minority groups. Not taking such factors 
into consideration may lead to discriminatory practices and poor quality health care 
provision for a significant proportion of individuals requiring support in the UK.
It appears that membership of an ethnic minority group in the UK can be very 
influential in the process of diagnosing depression. Many diagnostic techniques 
presently employed in the UK may lead to a failure to identify many who do 
experience depression and require help and support. On the other hand our services 
may be incorrectly diagnosing individuals with depression due to a lack of cultural 
understanding of symptomology or because of difficulties in language and 
communication. However, the amount of literature presently available investigating 
these issues highlights a recognition within the UK that diagnostic practices are and 
need to change to incorporate the needs of individuals from ethnic minority groups.
Other Explanations
Evidence does seem to suggest that differences found in the rates of depression for 
ethnic minority and white groups in Britain may be due to problems with diagnostic 
methods presently employed. However, it is also important to acknowledge that social 
factors may play a significant role. One social risk factor proffered to explain 
differences in illness rates is racism. “Racism is a form of discrimination that stems 
from the belief that groups of people should be treated differently according to 
phenotypic difference” (Chakraborty & McKenzie, 2002). There is evidence to 
suggest that individuals who experience racism are more likely to go on to suffer from 
depression. The Fourth National Survey of Ethnic Minorities has provided UK
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evidence of a cross-sectional association between interpersonal racism and mental 
illness (Karlsen & Nazroo, 2002). This study demonstrated that racism, in many 
forms, could have detrimental effects on mental health. For example individuals from 
ethnic minority groups who had experienced verbal abuse or a racist attack were three 
times more likely to be suffering from depression (Karlsen & Nazroo, 2002).
I have chosen to very briefly mention the acknowledgement that social factors may 
play an important role when investigating the relationship between ethnicity and 
depression. It is, however important for the reader to recognize that environmental and 
social factors may affect the likelihood that an individual from an ethnic minority 
group requires an assessment for depression and ultimately treatment.
Treatment
Having discussed the extent to which membership of an ethnic minority group affects 
the process of diagnosis of depression I will now discuss how influential this is in 
terms of treatment of depression.
This section will focus on two methods of treatment for depression, firstly the use of 
anti-depressants, secondly of cognitive-behavioural therapy.
Before discussing the treatment experienced by individuals from ethnic minority 
groups in Britain it is important to emphasise a singular fact about treatment in 
general. The majority of individuals with major depression do not seek treatment for 
their condition (Hammen, 1998). Reasons for failure to seek treatment are numerous. 
Often depression goes unrecognised by the individual suffering from it, who may 
attribute their symptoms to medical conditions or “stress” that should be endured 
(Hammen, 1998). It has been hypothesised that members of ethnic minority groups 
may rely more on support from family or friends rather than seeking treatment from 
mental health specialists. This, in some part may be due to negative expectations 
about the outcome or experience of treatment. Depression, in itself may also magnify 
the belief that treatment cannot help (Hammen, 1998).
Unfortunately my own research examining the biological treatments of depression 
experienced by members of ethnic minority groups in Britain encourages me to 
conclude that negative expectations may be well founded.
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Anti-depressants
Anti-depressants emerged in the 1950’s and in the past few years have become widely 
used to treat mood disorders due to solid evidence of their therapeutic effectiveness 
(Hammen, 1998). While investigating for any differences in the prescription of anti­
depressants for ethnic minority compared to white groups I discovered that minority 
groups appear to be disadvantaged both in terms of over and under prescription of 
medication. On one hand research suggests that successful drug treatment of ethnic 
minority patients may be less likely than in white patients. Cornwell and Hull (1998) 
found that South Asian individuals living in London were more likely to be prescribed 
lower doses of effective anti-depressants for shorter durations than white individuals 
(Cornwell and Hull, 1998). This suggests that South Asian individuals in London are 
for reasons unknown not receiving adequate medication for their depression compared 
to white individuals.
In contrast MIND (2001) reports “appalling” drug prescribing is worse for patients 
from black and minority ethnic communities in terms of over prescription of anti­
depressants (MIND, 2001). m in d ’s “yellow card scheme” is based on the official 
scheme used by doctors and pharmacists to report suspected adverse drug reactions to 
the Medicines Control Agency, the UK regulator (MIND, 2001). MIND introduced 
their own scheme for people taking psychiatric medication and invited people to 
report side effects and other aspects of their treatment via yellow cards. The scheme 
has shown how unpleasant, disabling and even life threatening the side effects of 
psychiatric drugs can be. 16% of cards received were from black and ethnic minority 
groups, of which 75% said they had not been given enough information about side 
effects, offered a choice of treatment or had their concerns listened to (MIND, 2001). 
One Black British respondent to the survey said: "^Doctors will not listen to, or 
respect, what the patient says about side effects, which makes it hard to trust them and 
put your faith in their ability to get it r ig h f  (MIND, 2001). Specific examples of 
treatment experiences include Doctors continuing to prescribe drugs when they were 
told they were making people feel worse and in one case suicidal (MIND, 2001). 
Language difficulties, in particular, were linked to the lack of information offered 
regarding treatment, again providing support for the need for improved cultural 
sensitivity within health services and the use of interpreters. In response to these
Adult Mental Health Essay \ 3
results m in d ’s Chief Executive, Richard Brook said: “fr is appalling to see MIND’s 
latest yellow card survey results continue to show the lack o f  information and choice 
individuals have using medication. It concerns me particularly that people from black 
and ethnic minority groups find  it so hard to obtain appropriate information"^ (MIND, 
2001).
It seems apparent that with regard to biological treatments of depression membership 
to an ethnic minority group is highly influential. It seems clear that information 
regarding this treatment for depression needs to be more widespread and accessible 
for members of ethnic minority groups so that people can make informed choices 
before and throughout treatment.
Cognitive Behavioural Therapy
Cognitive Behavioural Therapy (CBT) is regularly used and has shown to be as 
effective as medications in treating depression. CBT emphasis the role of maladaptive 
cognitions in the origin and maintenance of depression and teaches the client to 
identify these negative thoughts and replace them with more balanced and rational 
views. It recognises the central concept that changing cognitions helps change the 
behaviours that often maintain depression (Hammen, 1998). It is intended to be a 
collaborative process, time-limited, directive and focused on current problems and 
dysfunctional thinking. Therapy is intended not only to alleviate the symptoms of 
depression and resolve difficulties in the client’s environment, but also to teach skills 
that can be used to resolve future problems, thereby reducing the likelihood of relapse 
(Hammen, 1998).
My initial reaction to the research available regarding membership of an ethnic 
minority group and treatment of depression using CBT was again pessimistic. Firstly 
it has been suggested that ethnic minority groups are less likely to receive counselling 
or “talking therapies” (MIND, 2001). Secondly, even if individuals are offered CBT 
for depression, there appears to be some fundamental limitations of its use.
Initially CBT was guided by the assumption that constructs and principles developed 
in the US with Euro-Americans applied to individuals everywhere. It has been
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suggested that interventions developed by CBT therapists may only represent Western 
cultural perspectives about emotional distress and healing, that have subsequently 
been adopted as universally valid (Vera et al, 2005). Furthermore, although research 
findings show that CBT is definitely an effective treatment for depression, few studies 
have included ethnic minorities in their samples, therefore generalisations must be 
made cautiously and further research is needed (Vera et al, 2005).
Specific limitations for CBT’s use with members of ethnic minority groups include:
1. The lack of attention played to the client’s history. It is argued that by focusing on 
the present, therapists from another cultures may not gain relevant information 
about cultural differences in the client’s upbringing and life experience.
2. Concerns have been raised regarding CBT’s use of future goals, e.g. the focus on a 
linear time perspective. This perspective may be alien to other cultures, 
specifically Native Americans who hold a circular perception of time.
3. CBT does not openly address the impact that racism and other forms of oppression 
have on ethnic minority clients. Therefore values held by marginalized groups 
may be ignored because they are unfamiliar to therapists.
4. CBT emphasises the Western values of self-control and personal autonomy, which 
may not be as helpful or significant for other cultures.
(Vera et al, 2005).
Despite the acknowledgement of these limitations, recent research paints a more 
hopeful picture and suggests that many aspects of CBT are helpful for providing 
treatment to ethnic minority groups.
I . CBT allows clients to explore their beliefs and provide their own reinterpretation 
of significant life-events using their own cultural values and worldview. 
Therapists can help change unhelpful beliefs without imposing their values and 
interpretations.
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2. CBT therapists are encouraged not to control thoughts or behaviours, but enable 
the client to develop strategies that they find helpful. This respect for the client’s 
abilities promotes a collaborative relationship where cultural differences can be 
recognised and acknowledged.
3. CBT assesses progress from the client’s perspective as well as using standardised 
outcome measures. This demonstrates a respect for the client’s opinion. This is 
particularly important when the client and therapist’s culture differs.
4. CBT is a collaborative process with therapists playing an active role in therapy. 
This process requires a strong need for respect of differing values from both client 
and therapists for a solid relationship to be formed. This would be particularly 
significant when the therapist and client are from different cultural backgrounds.
(Vera et al, 2005).
Having explored the use of CBT as a treatment of depression for individuals from 
ethnic minority groups it appears that consideration and thought is needed in order for 
individuals to receive appropriate and helpful therapy. There are limitations in terms 
of the usefulness of this model. However, it is encouraging to note that current 
literature is focusing on the potential strengths this model has in terms of working 
cross-culturally. These recent notions suggest that our health service is able to cater 
effectively for a diverse population and treatment of depression using CBT should not 
be significantly affected by membership of an ethnic minority group.
Conclusion:
This essay has endeavoured to explore the extent to which membership of an ethnic 
minority group influences the process of diagnosis and treatment of depression within 
Britain. I have been staggered, and at times overwhelmed by the sheer volume of 
research presently available regarding this topic. There are many more interesting 
facets that could not be covered here.
It appears that certainly in the past, and still to this day, individuals from ethnic 
minority groups have been at a disadvantage. Westernised methods to diagnose and
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treat depression do not appear to adequately meet the needs of individuals from other 
cultures. Reassuringly, the recent interest into this dilemma highlights the increasing 
recognition that services are, and need to change.
The next step is to utilize this information. Training for professionals should 
incorporate cultural issues, of which, as we have seen, are many. Information 
regarding depression and treatments should be readily available to all UK residents. 
Ultimately, diagnosis and treatment plans for depression should be reached through 
agreement between professionals and clients to ensure opinions are based on mental 
health status, and this alone.
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I was drawn to this particular essay question for a number of reasons. As a trainee 
clinical psychologist I am increasingly led to believe that the experience of clinical 
psychology training is significantly governed and influenced by the support of 
those around you. This support network ineludes fellow-trainees, university-tutors, 
friends and family, but in my mind the most powerful influence is that of your 
plaeement supervisor. How often do I find myself being asked or asking fellow 
trainees, “What’s your supervisor like, how’s the supervision?” It seems that these 
two questions are able to evaluate the overall placement experience in one fell 
swoop. It appears I am not alone; many qualified psychologists will also tend to 
describe their training experience in terms of the quality of their supervision 
(Reeve, 2003).
Not only are supervisors seemingly responsible for the perceived enjoyment and 
satisfaetion of a placement experience I feel they also shape and mould a trainee’s 
therapeutie style and approaeh. In a sense we all become a protégée of eaeh one of 
the supervisors we work with and learn from, whether this is by taking on or 
discounting certain styles and therapeutic techniques. I often find past supervisors 
popping up “puppet style” on my shoulder with words of wisdom during sessions, 
guiding my thoughts and attention. I also hold with me the therapeutic 
relationships I have formed with different supervisors. The process of supervision 
allows me to glean some idea of how clients feel during therapy. Supervision itself 
allows me to reflect on the importance of the therapeutic relationship and at times 
I have modelled my approach with clients on my experience of the trainee- 
supervisor relationship.
What an enormous responsibility this supervisory role has. Personally, supervision 
has played a vital role in my experiences to date. Writing this essay will, I hope 
provide an opportunity to inerease my understanding of past experiences and 
enable me to fully utilise future supervision.
As my training experience passes by I am also aware that soon I will find myself 
in the supervisory role. Having outlined my opinion of the importance of this role 
I hope writing this essay will enable me to develop as a knowledgeable and
Professional Issues Essay 2 2
competent supervisor, uniting what I learn academieally with what I do 
professionally.
This essay aims to discuss my own supervision experiences against two current 
supervision frameworks. The reader will initially be introduced to the concept of 
supervision. Two supervision models will then be described that eonnect with my 
own experiences during the last four years of my professional career, as an 
assistant and trainee. I will endeavour to incorporate issues relating to difference 
and diversity regarding the issues raised, recognising the importance of addressing 
this in response to our increasingly diverse elient population and profession.
Introduction:
What is supervision?
Hess (1980) defines supervision as:
“a quintessential interpersonal interaction with the general goal that one 
person, the supervisor, meets with another, the supervisee, in an effort to 
make the latter more effective in helping people ” (Hess, 1980).
More recently the importance of the relationship between supervisor and 
supervisee has been highlighted in achieving this overall aim. That:
“clinical supervision is an intensive, interpersonally focussed relationship 
in which one person, the supervisor, is designated to facilitate the 
development o f  therapeutic competence in the supervisee” (Bernard & 
Goodyear, 1998).
Supervision as we know it today began to develop in 1925 with the training of 
psychoanalysts. At this time trainees would typically engage in personal therapy. 
The trainees spent much of their therapeutic time discussing their own patients 
with their analysts. “The analysts became tired of hearing about their patients’ 
patients” (Flemming & Steen, 2004) and thus the notion of supervision was bom.
Before I extensively researched the literature regarding supervision I felt rather 
proud that clinical psychology has for some time endorsed its importance. Indeed 
supervision has always been a requirement for elinical psychologists in training
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(Flemming & Steen, 2004). It is only more recently that supervised praetiee is 
beeoming more prevalent amongst other health-eare professionals. This, in part 
has been in response to inereasing serutiny of clinieal practice, the impact of 
clinical governance and The National Institute for Clinical Excellence setting 
standards and monitoring the performanee of our health service. The Department 
of Health describes supervision as:
“a formal process o f  professional support and learning which enables 
individual practitioners to develop knowledge and competence, assume 
responsibility for their own practice and enhance consumer protection and 
safety o f  care in complex clinical situations” (DoH, 1993).
Evidence to support the growth of supervision across disciplines eomes from 
Milne’s (1998) survey in which the importanee of supervision was noted by ten 
NHS professions aeross a wide range of agencies (Milne, 1998).
My belief that clinical psychology as a profession was leading this supervision 
movement was shattered when I diseovered that it is only in the last two years that 
the British Psyehologieal Soeiety has required it essential that supervision 
eontinues throughout a clinieal psychologist’s career. The minimum standard 
being sixty-to-ninety minutes for every twenty sessions worked (BPS, 2003). Yet, 
in midwifery, there has been a statutory requirement since 1902, for all praetising 
midwives to reeeive regular supervision (Flemming & Steen, 2004). It seems 
extraordinary to me that the profession would not have traditionally made 
supervision compulsory during all stages of one’s career. Personally I find the 
space supervision offers in which to reflect and explore a range of both personal 
and professional issues invaluable. I do not think this merely reflects my 
inexperience and trainee status. A prineipal strength of elinical psychology is that 
it not only utilises evidence-based practiees but generates new evidence in the 
light of continual reflection and re-evaluation. In my view ereating a diseiplined 
space for this reflection is essential for one’s professional development and to 
encourage a sense of ereativity and flexibility in work throughout one’s career.
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Supervision in relation to learning:
As outlined above supervision has been recognised as important for monitoring 
performanee standards of health-eare serviees. However supervision has also been 
reeognised as being a erueial element for successful learning (Milne & 
Westerman, 2001). Support for this eomes from Kolb’s (1984) experiential 
learning cycle. He proposed that mere exposure to events does not guarantee that 
individuals learn from the experience. For change in thinking to occur, periods of 
aetion need to be proeessed during a specified period of reflection. Kolb defines 
experiential learning as a journey through four processes; experieneing, refleeting, 
eoneeptualising and planning (Kolb, 1984). What is deemed to be important in this 
theory is the link between these processes.
‘7f is not enough just to do, and neither it is enough just to think. Nor is it 
enough to simply do and think. Learning from experience must involve 
links between the doing and thinking” (Gibbs, 1988).
This notion is particularly relevant to the field of clinical psychology in which 
much importance is placed on our roles as scientist and reflective-practitioners. In 
fact Kolb’s model has been adopted by clinical psychology training programmes 
to prevent the unhelpful division that frequently oecurs between theory and 
practice (UniS, 2005).
Is supervision helpful?
Historieally there has always been an assumption that supervision is effective and 
helpful. However research studies attempting to evaluate this have floundered. 
One reason may be beeause supervision is an interpersonal exchange. This 
eomplexity means that research into supervisory practice presents many 
methodological problems. In fact much of the literature presents personal views 
and anecdotal accounts regarding supervision. Some may argue that adequate 
research methodologies have yet to be established (Kilminster & Jolly, 2000). 
However there is evidence to support the effectiveness of supervision (Lenihan & 
Kirk, 1992, Milne & James, 2000, Spenee et al, 2001). These studies also draw 
attention to the benefits in training supervisors to ensure supervision is effective. 
Research suggests that training supervisors can produce a change in supervisor 
practices and supervisee ratings of supervision (Spence et al, 2001).
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So far I hope to have provided the reader with a basic understanding of the 
concept of supervision. Although it is clear there is increasing widespread 
recognition of the need for supervision there is much less clarity about how it 
should be provided. Some believe that supervision is a poorly defined concept and 
even that “supervision is like love and cannot be taught” (Scott, 1999). Most 
clinical psychologists are unaware of the substantial body of literature on 
supervision, often relying on their existing knowledge of psychotherapy models 
and transferable therapeutic relationship skills when supervising (Flemming & 
Steen, 2004). This ignoranee may be forgiven as it was only last year the first 
book devoted to supervising clinieal psyehologists was published!
However supervision does have its own theory and praetiee associated with it. 
Supervision models are useful for a number of reasons. They provide a reference 
point to give supervision coherence, they indieate what to expect from supervision 
and may prescribe the tasks that should be fulfilled in order for supervision to be 
effective. Crucially models can be used as a fi*ame of reference to assess 
supervisor eompetence and feedback from supervisee (UniS, 2005).
The next part of this essay will describe two such models of supervision 
incorporating reflections of my experience of supervision in relation to these 
concepts.
Models of Supervision:
Models of supervision can be divided into two eategories, those developed 
specifieally for supervision and those based on psychotherapy theories. In order to 
cover a broad range of issues this essay will foeus on a model from each category.
The Integrated Developmental Model fIDMk
The developmental models were the first supervision-specifie models, uniquely 
focussing on the proeess of supervision rather than representing a psychological 
theory. These more generie models foeus, not only on the development of the 
supervisee but also the development of the supervisor. They propose that 
supervisees pass through several professional developmental stages that
Professional Issues Essay 2 6
supervisors need to be aware of to ensure supervision is tailored to meet 
appropriate needs (Stoltenberg & Delworth, 1987).
One sueh model is Stoltenberg & Delworth’s (1987) IDM of supervision^ They 
take a stage approach to monitor supervisee’s development. Three main 
developmental levels are identified. The supervisee is deseribed as progressing in 
terms of three structures in a continuous manner through Levels 1-3. The 
structures are self-awareness, motivation and autonomy (Stoltenberg & Delworth, 
1987). The IDM aeknowledges that developmental levels may differ across 
particular types of professional activity. Therefore eight domains are identified as 
important for professional development, including intervention-skill-competence, 
assessment-techniques, interpersonal-assessment, client-conceptualization, 
individual-differences, theoretical-orientation, treatment-goals-and-plans and 
professional-ethics ((Stoltenberg & Delworth, 1987). The distinctive features of 
each level will now be described.
Level 1:
At this stage the supervisee is described as being highly anxious, insecure and 
dependent on their supervisor for guidance. These high levels of anxiety can make 
it difficult for them to fully attend to their clients and instead their primary focus is 
on themselves, their performance and simply surviving the session. The supervisee 
has little autonomy, rather viewing the supervisor as the all-knowing expert. 
However, they are highly motivated and work hard. At this stage there is a strong 
need for positive feedback and to learn within a supportive environment. 
Therefore the supervisor’s role is to provide safety, structure and containment 
(Stoltenberg & Delworth, 1987).
Level 2:
Supervisees will beeome increasingly comfortable with a range of skills and 
knowledge and are thus able to focus more on the elient and less on themselves. 
Supervisees will become more self-assertive but will fluetuate between
 ^ Stoltenberg & Delworth revised their IDM model in 1998, however this essay will draw from their 
earlier 1987 model due to the substantial amount o f literature relating to it and my own personal 
attraction to the model.
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dependency and a desire for autonomy. This ean lead to feelings of frustration 
direeted towards the supervisor, which must be contained. Supervisees will be 
exposed to more challenging clients and complex theories. Consequently 
motivation also fluctuates with the eonsequent success and failures of therapy. 
Supervisors are encouraged to be less authoritarian during supervision to eontain 
the supervisee’s often diffieult emotions (Stoltenberg & Delworth, 1987).
Level 3:
This stage is deseribed as “the calm after the storm”. The supervisee is able to 
balanee the client’s perspective whilst maintaining appropriate self-awareness, 
acknowledging their strengths and weaknesses. Motivation stabilises and they 
have a firm belief in their own autonomy. They are less dependent on their 
supervisor and more creative and spontaneous in their work. Supervision becomes 
a joint exploration and disclosure encourages a more collaborative relationship 
(Stoltenberg & Delworth, 1987).
Many attempts have been made to provide empirieal evidence for the IDM, 
however little research free from methodological problems exists. The main 
problem seems to be the cross-sectional nature of the studies whieh are unable to 
provide information about development over time. Additionally there seems to 
have been an over-relianee on self report data (Bear & Kivlingham, 1994).
Despite these limitations Ellis & Landany’s (1997) review of the current literature 
tentatively coneludes that indeed supervisees may initially prefer structured 
supervision and will increase in autonomy as they develop (cited in Flemming & 
Steen, 2004). Further support for the major ideas found in the IDM comes from 
Bear & Kivlingham’s (1994) study which found that inexperienced supervisees 
were more dependent on their supervisor and advanced supervisees more 
autonomous. Crucially this study also provides evidence for the model’s 
usefulness in terms of faeilitating learning. The study reveals that the more 
directive and structured supervisors are with inexperieneed supervisees the more 
able they are to engage in deep-elaborative thinking. Similarly, experienced 
supervisees engage in more deep-elaborative thinking when the supervisor is
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exploratory and consultative (Bear & Kivlingham, 1994). This suggests when the 
supervisors’ approaeh corresponds to the supervisee’s developmental level then 
the learning proeess may be enhanced.
Despite the apparent lack of reliable empirieal evidence for the IDM I was 
personally drawn to it. It seemed to fit well with my own experienees as a trainee. 
Familiarising myself with model’s concepts has allowed me to gain a clearer 
understanding of some of the difficulties I faced on my first trainee-placement. 
This was a split-plaeement in which I received supervision from two very different 
supervisors working in different areas of adult mental-health. Level 1 of the IDM 
describes my presentation at this stage perfectly. I recall feeling extremely 
motivated to do well, but filled with anxiety and trepidation. I felt entirely 
dependent on my supervisors, and hoped they would provide me with the security 
and containment I needed. I was in awe of their status and experience and 
determined to draw on their expertise to further my own.
My primary supervisor was female and had been practicing for twenty-years 
drawing from an integrative but essentially psychodynamic-informed approaeh. I 
had no experience in her field of working and thus felt especially reliant on her 
guidance. As suggested by the IDM I was looking for structure and direetion in 
supervision. Unfortunately the approach my supervisor used was much more 
exploratory, with the onus on me to reflect on my experience of therapy, rather 
than the eontent of sessions. I now feel that this approach would have been better 
suited to a level 2-to-3 supervisee. This mismatch in supervisor approach and 
supervisee developmental learning needs left me feeling fhistrated and highly 
anxious. I neither felt safe as a therapist, unsure of what I was doing, or as a 
supervisee, frustrated with the lack of safety and containment provided by my 
supervisor. I did not feel as though I was learning the appropriate therapy skills I 
required based on my inexperience. It felt as though the very basie skills I needed 
to learn were being overlooked. Consequently it was hard for me to engage in the 
more advanced reflection being asked of me in supervision.
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This experience affected me greatly. I began to dread going into plaeement and 
more importantly sessions with clients. I struggled to see how I could use the 
content of supervision in a practical way. I found it impossible to broaeh the topie 
in supervision. I felt very angry with my supervisor for her apparent unawareness 
of my suffering. I also felt very inferior and concerned that to do so may 
negatively affeet her evaluation of me.
My way of coping was to teach myself teehniques drawing from the more 
structured cognitive-behavioural-approaeh and not follow my supervisor’s way of 
working. A response detailed as a common tendency by the IDM. This in itself 
created problems as our preferred theoretical orientation clashed. Evidence 
suggests this ean negatively influence the supervision allianee (Putney, et al, 1992) 
which, in this case was already fragile.
I ean see how prior knowledge of the IDM may have helped me have a clearer 
understanding of my learning needs and perhaps validated my anxiety during this 
time. However, I also feel that in order for this mismatch to be resolved I would 
have had to honestly diselose my anxiety. This is often difficult for a trainee due to 
the evaluative nature of the supervision relationship and consequent power 
imbalanee. Therefore I feel the IDM’s prineiples fully rely on the ability to create 
a supervision climate and relationship safe enough for open disclosure of 
information by both parties. It also relies on one’s ability to diselose anxiety, 
something I struggle with. Many supervisors have commented on my eonfidenee 
and competence when in reality I have felt unsure and anxious. As I progress 
through training I am developing my ability to communicate my feelings, no 
longer seeing my anxiety in terms of failure or weakness.
During this diffieult first plaeement I also ensured I utilised the supervision 
offered by my seeondary male supervisor who had recently qualified and 
approaehed supervision using a far more direetive and structured approach. At 
times it felt that he was far more empathie and able to recall his own anxieties as a 
trainee. This was his first experience supervising and I feel that we were able to 
draw on and share this experience of facing “the unknown” to develop an honest
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and open working relationship. I initially found his structured approaeh helpful. 
Interestingly I am now able to see that although my Level 1 needs were 
appropriately met, as I progressed through the placement this supervisor found it 
difficult to adjust his approach in response to my changing needs. As I became 
more eonfident and knowledgeable I began to feel less dependent on his structured 
guidanee and desired more autonomy and perhaps more of the exploratory nature 
of supervision offered by my primary supervisor. However I felt that he found it 
difficult to adapt to my changing needs. I wonder if this is a praetical limitation of 
the model, that it may be difficult for supervisors to change their approaeh as the 
supervisee develops?
I did eventually draw on the support of my Tutor to facilitate a diseussion with my 
supervisors regarding my early difficulties and indeed my primary supervisor was 
surprised to hear about my distress and keen to resolve the issues. However, it 
strikes me that at no point before this was a discussion about supervision deemed 
neeessary or useful. With my increased understanding of supervision models I 
hope that in future I will be able to draw on this knowledge to recognise my 
supervisory needs and in turn develop open and positive relationships with all 
supervisors.
The IDM is appealing to me as it is not tied to a particular theory and thus ean 
provide a framework for supervision for all supervisors and supervisees across 
their professional lifetime. Another attractive feature is the conerete strueture it 
has developed, addressing many different professional activities, e.g. the eight 
domains. By doing so the model encourages professionals to closely examine the 
different aspeets involved in therapy allowing one to pay partieular attention to the 
individual needs of what is an increasingly diverse client population. 
Consequently it enables issues regarding difference and diversity to be readily 
incorporated and attended to in both supervision and eonsequent therapy. An 
example of how the IDM’s strueture ean be used to attend to diverse needs has 
recently been illustrated by an article addressing religion in clinical supervision. 
The authors identify supervisor actions that promote supervisee’s ability to 
competently address religion in therapy by using the eight domains from the IDM
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as a template (Aten & Hernandez, 2004). In this way the concepts of the IDM can 
be utilised to promote the inclusion of diversity issues in supervision and thus 
encourage health-care professionals to work in a eulturally sensitive way.
An Integrative Model of Supervision:
Having outlined a model developed specifieally for supervision the next part of the 
essay will foeus on a model of supervision based on a psychotherapy theory.
Current theory-specific supervision models are taken from three core 
psychotherapy theories psychodynamic, cognitive-behavioural and systemic. I 
initially anticipated that one model would jump out and eonneet with my 
experienees of supervision to date. However, while researching I did not find 
myself exclusively drawn to any spécifié one, finding myself interested in and able 
to recognise personal experiences in each. Having to choose only one of these 
models to discuss was immensely finstrating. I wonder if my own reluetanee to 
eonneet with one theoretical-orientation reflects the approaches used by past 
supervisors and consequently the type of supervision provided by them. The 
majority of my supervisors have advocated the importance of working in an 
ecleetie and integrative way, drawing fi-om a range of psychological theories, a 
preferred style that seems to have rubbed off on me.
To my relief I found that others shared my reluctance to gravitate towards one 
specific model and have subsequently developed an Integrative Model of 
Supervision. This model, developed by Matthews and Treacher (2004) draws from 
Hawkins and Shohet’s (1989) process model of supervision, originally based in 
psychodynamie tradition which describes six-modes that effective supervision 
should entail (Hawkins & Shohet, 1989). The original model, although proeess 
orientated has been successfully modified to also inelude systemic and cognitive- 
behavioural (CBT) ideas (Flemming & Steen, 2004). Although this model is not 
eurrently guided by evidence-based praetiee I believe it possesses many strengths. 
Additionally, as previously outlined, current research into all supervision models 
presents many methodological problems and I personally believe this attempt to 
advance and develop supervisory concepts should be applauded. A primary
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strength of this model is its flexibility which allows so many important facets 
relating to our work as clinical psychologists to be incorporated. One such facet is 
the ability to work in a culturally sensitive manner with our increasingly diverse 
client population and profession. In faet supervision can play its part in ensuring 
that differences are understood and responded to appropriately.
The next part of the essay will describe this Integrative Model of Supervision, 
incorporating my own experiences and paying particular attention to diversity 
issues surrounding both supervision and clinical practice. It will incorporate ideas 
proposed by Ryde who’s 2000 paper details how diversity issues can be attended 
to and understood using the Hawkins and Shohet’s (1989) supervision model 
framework (Ryde).
Hawkins & Shohet’s original process model describes six interconnecting modes, 
eaeh providing a different focus for supervision. Matthews and Treacher’s (2004) 
Integrative Model describes these as:
1. Thinking about the content
2. Thinking about the interventions
3. Thinking about the client-therapist relationship
4. Thinking about emotional reactions for the supervisee
5. Thinking about the similarities between supervision and therapy
6. Thinking about resonanees for the supervisor (Flemming & Steen, 2004).
1. Thinking about the content of therapy-sessions is for me an essential part of 
supervision enabling discussions about how the client presents and what they 
choose to share. It encourages both supervisee and supervisor to stay curious about 
the client’s position and perspective. Here, being aware of the client’s cultural and 
social context is vital. This understanding will enable an accurate interpretation of 
both the client’s difficulties and their presentation in the room (Flemming & 
Steen, 2004). A recent discussion with a colleague highlights this well. She had 
conducted an assessment and coneluded the client was difficult to engage. This 
viewpoint was based on the client’s inability to maintain eye-contaet. What later 
transpired was that the client’s Afro-Caribbean culture believed that to hold eye-
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contact in such a situation was extremely rude. My colleagues’ unawareness of 
this had led her to make an inaccurate assumption of the client’s presentation. 
Matthews and Treacher (2004) maintain that supervisors can draw on a number of 
techniques to ensure supervisees think about their clients contextually, including 
systemically informed genograms and life-cyele ideas (Flemming & Steen, 2004). 
On reflection I also think it is important for professionals to stay alert to the 
individual and contextual needs of clients who seemingly have the same ethnicity. 
Otherwise we may find ourselves identifying with their experienees and blindly 
understanding them as our own when in reality all experiences, no matter how 
outwardly similar, are individual.
2. Thinking about interventions based on my formulations has formed a substantial 
part of my supervision experiences to date. My current supervisor is very CBT 
minded and we spend much of our supervision time refleeting on what 
intervention will be most helpful. This supervisor is of Indian-ethnicity, yet we 
have not spent time focussing on how the effectiveness of interventions may be 
influenced by a client’s ethnicity and what change means within different cultures 
(Ryde, 2000). With this in mind I aim to incorporate this into supervision sessions 
to ensure our intervention is genuinely empathie and useful within the context of 
cultural difference.
3. The Integrative Model acknowledges that there are many ways of interpreting 
the client-therapist relationship, dependent on your theoretical orientation. What is 
important is for this relationship to be addressed and thought about in supervision 
(Flemming & Steen, 2004). In fact research suggests that no matter what type of 
therapy used, the quality of the relationship has much more impact on the elient 
and their ability to change (Paley & Lawton, 2001 & Corrie, 2002).
4. This mode focuses on the importanee of recognising the emotional reactions of 
the supervisee in response to therapy sessions and clients. In order to do so the 
supervisor may help the supervisee explore their own life experiences, including 
family patterns, personal values, prejudices, relationships etc (Flemming & Steen, 
2004). For me personally, these factors can only be explored if the supervision
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climate and relationship feels safe and supported. On one hand, these discussions 
may feel personally diffieult, requiring the supervisee to face painful and 
emotional issues. Additionally, as previously mentioned, the evaluative nature of 
the supervision relationship can affect one’s ability to disclose vulnerabilities and 
reveal inadequacies. I can recall, while working as an assistant psychologist, the 
first time supervision involved discussing my personal reflections and reactions. 
Previous supervision had always been far more prescriptive and I recall being 
shocked that supervision could be so personal. Fortunately my relationship with 
this supervisor was extremely positive and contained. I found I gained so much 
more from these supervision sessions e.g. the ability to reflect on myself and what 
I brought to therapy. I learnt so much during this year, most importantly the 
knowledge of what good supervision should entail and how pivotal the 
relationship between supervisor and supervisee is in faeilitating this important 
personal reflection.
5. Thinking about the similarities between supervision and therapy is something I 
find immensely interesting. For me, supervision allows me to glean some 
understanding of how clients feel during therapy. During supervision it can feel as 
though the supervisor holds all the power and I ean be left feeling inferior and 
powerless. This experience allows me to reflect on my client’s possible feelings of 
powerlessness in their interactions with me. For me, this emphasizes the 
importanee of establishing an honest and open working relationship with clients 
and within the supervisory context. I personally feel it is the strength of the 
relationships we create that shape the effectiveness of the services we provide.
6. The final mode involves the supervisor thinking about their own experience of 
supervision and sharing this with the supervisee. This is not something I have 
personally experienced but hope to use my increased understanding of the model 
to incorporate it into future supervision.
I hope to have provided the reader with an overview of both this Integrative Model 
and how my supervision experiences fit with it. I feel the principal strength of this 
model is its flexibility, allowing a wide range of concepts to be explored, no
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matter what theoretical orientation is being used. It is a model that can be used 
concretely and explicitly, e.g. working through each mode, or as a background 
template to inform supervisory sessions (Flemming & Steen, 2004). I anticipate 
drawing on these principals to inform my own practice.
Conclusion:
I have thoroughly enjoyed refleeting on my own experiences of supervision and 
discovering the wealth of literature that exists to inform supervisory practice. I 
have been struck and challenged by the numerous issues and complexities 
involved and acknowledge that many more issues could have been discussed.
It is clear that further, more rigorous research is needed to understand and 
therefore fully utilise supervisory practice. However I continue to feel that 
supervision is extremely beneficial for a range of professionals if delivered 
appropriately.
What strikes me is the little practical attention supervision currently receives and I 
wonder how many supervisors are aware of the substantial body of theory that 
exists to inform their practice. This issue needs addressing to ensure that 
supervision is consistently helpful and ultimately enables professionals to provide 
best-quality services to clients. We need to ask ourselves how this ean be done. 
Perhaps supervision training should be incorporated into training-programmes to 
better prepare the next generation of supervisors? Perhaps supervisors should be 
assessed throughout their career to the same degree as their trainees? Perhaps 
supervision-standards should be established in order to closely monitor practice? 
All these actions would bring supervisory issues to the forefront and ensure that all 
supervisees receive the same standard of support.
It is also important for supervisees to assume some responsibility for the quality of 
their supervision. Certainly for me, writing this essay has opened my eyes to the 
fact that I am able to influence my supervision experience, predominantly by 
generating discussions about supervision with supervisors. However, as previously 
mentioned I feel this relies heavily on the quality and strength of the supervisory-
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relationship. This, for me is the erueial factor influencing the effectiveness of 
supervision.
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As I begin to write this reflective account I am taken back to that second week of 
my Clinical Psychology course when we were introduced to the very novel and 
mysterious notion of Problem Based Learning (PBL). We were given, what 
seemed at the time, a very vague and anxiety provoking task. To work in 
facilitated groups and investigate “The Relationship to Change”. Our aim was to 
create a presentation related to this topic and present the finished product to our 
fellow trainees and tutors in six weeks time. Even now, as I write, this task appears 
difficult to comprehend and overwhelmingly ambiguous. That was all the 
information we were given. There began a six-week roller-coaster journey filled 
with frustration, helplessness, anger, but ultimately an acceptance to ehange and a 
real sense of achievement and suecess.
We were informed that PBL offers an opportunity to develop group-leaming, 
teamwork and problem-solving skills. On reflection I believe that PBL encourages 
individuals to become more involved in, and responsible for their own learning and 
am now beginning to understand how effective and powerful this can be.
Throughout this piece of writing I will reflect on those six weeks and the PBL 
experience. Specifieally I will incorporate my recent experience of praetising as a 
clinical psychologist on placement in terms of my personal growth and increasing 
understanding of service users’ experiences. Predominantly to eombine what I leam 
academieally with what I do professionally.
Even now, three months on fi*om the PBL experienee I still hold on to those initial 
feelings of anxiety, confusion and a sense of being overwhelmed by the task ahead. It 
may help to look at the wider picture. Ironically, (or perhaps not!) each trainee was 
responding to and coping with change at the time. We had just begun our journey into 
elinical training, surrounded by new faces, in an unfamiliar environment. It seemed 
this introduction to a new way of learning was the final straw and I ean recall my 
senses and thought processes were slow and sluggish. Looking baek I wonder if I 
would have struggled so mueh if everything had not seemed so unfamiliar and 
uneertain? I also wonder if the Tutors became frustrated with our anxieties, 
insecurities and fears about that “final presentation”? With hindsight and the
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experience offacilitating change for my clients on placement I often see this process 
at play. My clients in unfamiliar environments attempting to focus on what they would 
like to change, but often finding this immensely challenging. At times it is easy for me 
to forget how I can also feel equally overwhelmed and unsure and instead get caught 
up with my desire to make a difference and alleviate my client’s distress. I am now 
able to look back and acknowledge how important it was to experience those fears and 
uncertainties, which hinder ehange, and draw on this in clinical practise to empathise 
and identify with clients.
These feelings of anxiety and uncertainty were particularly apparent during our first 
group meeting. I recall curiously studying my group members. My immediate thought 
was how similar we all appeared, young, white and female. My ability or drive to 
consider the deeper meaning and impact of people’s experienees was largely 
undeveloped. As the PBL progressed I came to realise that each member contributed 
to the group in different ways, drawing on their own unique life experience.
Now I am beginning to acknowledge that it is important not to label or pigeonhole 
individuals based on age, gender or ethnicity. This is particularly pertinent to my 
clinical work. I feel it is important to understand each of my client’s life stories and 
not allow my own expectations or stereotypical views bias that understanding. I 
wonder how different the PBL experience would have been if there had been male 
group members or individuals from other ethnic groups, or sexual orientations? Do we 
reflect the profession of clinical psychology as a whole, namely white, young, female? 
If so what impact does this have on our clients? In my recent experience the majority 
of my clients have been male and I wonder if their experience of coping with and 
responding to change and uncertainty differs from my own?
There is extensive literature regarding the development of group processes and 
Tuckman (1965) suggests that there are common sequences or stages all groups go 
through (Smith, 1980). On reflection I believe we very much went through what he 
describes as the forming, storming, norming and performing phases.
I recall initially feeling very aware that I wanted to be well liked within the group and 
similarly felt everyone was making considerable efforts to be open and friendly. I 
volunteered to be the “scribe” and looking back this may have been to ensure I had a
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concrete task to focus on in that uncertain time. I am also aware that I can be rather 
extrovert at times and was conscious not to appear too overbearing. Having the task of 
minute-taker gave me something to focus on and ensured I did “not talk too much”. 
Interestingly one faeilitator later deseribed our group as particularly “feisty”, so 
perhaps my strategy did not work as well as I had thought! This has allowed me to 
reflect on interpersonal processes I have experienced while on placement. Those 
feelings on somehow being judged or labelled as a particular type of person, both in 
terms of my interactions with placement teams and in 1:1 therapy sessions. I can see 
this initial “forming” stage occurring in most interactions and have spoken with clients 
about their fears of being judged and labelled by professionals. I believe the key to 
successful relationships is to persevere through this somewhat uncomfortable and 
unpredictable stage of interpersonal interactions and develop, through time, a closer 
and more honest relationship. I have found this incredibly significant in terms of my 
elient work and will focus on the importanee of the therapeutie relationship later.
We were focused on theory in those early days. I think we felt so lost in the task that it 
was reassuring to have something concrete and tangible to work with. Having 
examined many different current theories of change we eventually created our own, 
proudly named “Our Circle of Change”. This incorporated how change could affect 
tutors, trainees, psychologists, clients and the profession. This was a momentous 
breakthrough, as it had taken many weeks of confusion, frustration and despair before 
we had this main foundation to our presentation. Our approach, focusing on concrete 
and evidence-based research is interesting. I have found myself using the same 
approach when placement began, working with my first client -  an extremely anxious 
time. It appears one coping mechanism I employ to reduce anxiety is to hold on to 
theory and known models of working. Essentially, to leam as much as I can about a 
topic then let this guide my work. Although this is one important way of learning, it 
can also narrow and restrict thinking. It leaves no room for a more innovative 
exploration of problems or tasks. It is, however a much safer route to take, particularly 
when feeling incompetent and uncertain, as I did when beginning the clinical course 
and placement. I am able to reflect on this in terms of my client’s experience of 
therapy. Whilst following a Cognitive Behavioural approach with some clients it 
appears that they too initially hold on to the theory and conerete tasks, used in CBT
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(Hammen, 1997). Again it appears to be a “safe” option that involves “doing” rather 
than the more unpredictable method of less structured exploration.
It appeared that our facilitator was conscious of this “safe” route we were taking and 
began to query our treasured model. With the benefit of hindsight I see this as an 
invaluable stage of our PBL experience. However, at the time the group felt attacked 
and as such angry and defensive. The hardest part about this proeess was the approach 
the facilitator took, questioning our presentation plan. Rather than pinpoint specific 
weaknesses he queried the overall way we had become so constrained and structured. 
Our feelings of success and accomplishment were shattered, yet it felt as if we were 
not being given any assistance in terms of the next step to take. Having spent three 
months working clinically I now understand the powerfulness of individuals 
discovering solutions and gaining understanding themselves. It provides a far more 
effective learning experience and I find myself mirroring the questioning technique 
used by our facilitator. Equally I am able to hold on to the frustration and helplessness 
I felt at that time. I can therefore identify with my clients when they expect therapy to 
provide all answers and solutions to their problems and are disappointed to discover 
they themselves hold these answers.
As a group we found it difficult to let go of the model we had created for the 
presentation. We felt resistant to the idea of change, even though we were aware that 
our fundamental task was centred on our “relationship with change”. Looking back I 
can see how difficult it was for us to let go of something we had created and valued. 
Similarly I have observed the difficulties my clients face when they are encouraged to 
change their long-standing behaviours, thoughts and feelings. I am aware they too 
may feel resistant to change and this ean potentially act as a barrier to intervention. 
This has been particularly apparent with one individual I am working with who 
experiences significant ambivalence to change and recovery. It has been invaluable for 
me to have experienced this resistance during PBL. I am able to reflect upon this in 
clinical situations and develop my ability to empathise and understand this process.
For a short while the group felt vulnerable and frustrated. I can recall feeling 
disconnected from the group, dreading the next meeting. Encouragingly we were able
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to share our feelings of frustration and despair. As a group we had connected and 
being able to support each other and express our hopelessness enabled us, once again, 
to work effectively together. Working in such a concrete way initially, had facilitated 
the development of a safe, positive working relationship. Consequently we were able 
to let go of the “safety” of theory and explore creatively and imaginatively together. 
Similarly this has struck me when working clinically. I have found using the 
structured CBT approach in the early stages of therapy allows a therapeutic 
relationship to develop safely. Once established, I have found it far easier to engage 
and explore dilemmas openly and creatively with clients. There is, in fact a wealth of 
literature detailing the significance a positive therapeutic relationship has in promoting 
psychological change (Corrie, 2002).
The final stage of PEL was filled with a sense of achievement and success. Our ability 
to let go of the safety of theory and risk changing our initial idea, allowed us to widen 
our thoughts and reflect on our PEL journey. Our presentation portrayed the struggles 
we experienced during PEL. It took the form of a play, detailing each of our PEL 
meetings and the thoughts and feelings we experienced throughout, with the help of a 
narrator and a variety of homemade props! We concluded by relating how we had felt 
to how we envisage our clients may feel during therapy, enabling us to develop insight 
and understanding of the clients’ perspective.
Perhaps my resistance to change is resurfacing but even with hindsight I would not 
change my PEL experience. I am immensely proud that we risked changing our 
presentation. Consequently so many lessons were learned, for us as individuals and in 
terms of group processes. We learnt about relevant theories of change, but more 
importantly reflected and explored our experience of PEL. We utilised this to develop 
crucial insight and understanding of clients’ potential struggles with change and how 
this may impact therapy.
As Charles Darwin maintains “it is not the strongest of the species that survives, not 
the most intelligent, but rather the one most responsive to change”.
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This account is an opportunity for me to reflect on the Problem-Based Learning 
(PBL) exercise completed in the second year of my clinical psychology training- 
programme. PBL is a distinctive learning style that provides an opportunity to 
develop group learning, team-work and problem-solving skills. This approach to 
learning was not new to me, having successfully completed a similar exercise as a 
fresh-faced trainee in the opening weeks of the course. I understood that PBL 
entailed working in facilitated groups to investigate a given topic, culminating in a 
presentation to fellow trainees and tutors.
I recall feeling enthusiastic and motivated to join with the same five individuals I 
worked with on the earlier PBL task. Previous experience suggested that although 
the road ahead may be filled with uncertainty and frustrations it would end with a 
collective sense of achievement and success. I held the view that PBL encourages 
individuals to become more involved in, and responsible for their own learning 
and hoped this PBL would be as enjoyable and rewarding.
Throughout this piece of writing I will reflect on this PBL experience. 
Specifically, I will incorporate my experience of practising as a clinical 
psychologist in a Child and Adolescent Service (CAMHS), in terms of my 
personal growth and increasing understanding of service-users’ experiences. 
Predominantly to combine what I learn academically with what I do 
professionally.
As all trainees were about to enter their Child or Learning Disability placements^ 
the PBL task reflected this. We were presented with information regarding a white 
English family, Mr and Mrs Stride and their three-year-old twin daughters. Mrs 
Stride was described as a women with learning disabilities and Mr Stride had 
attended a special educational needs school. Included in the family’s description 
were a number of pertinent issues including current domestic violence witnessed 
by the children, significant poverty and failure to attend recommended parenting 
classes. However, reports also indicated the family had not been adequately
 ^I was to begin my Child and Young People placement and have since worked for five months in this 
field.
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supported by services to enable them to effectively utilise support provided. The 
twins had been placed in short-term foster care, following a recommendation for a 
child protection case conference. It was felt the children would be at risk in the 
care of their parents. They had been placed on the child protection register under 
the categories of emotional abuse and neglect. Thirteen professionals were 
involved with the family, each with differing views regarding the parents’ ability 
to adequately care for their children. Mrs Stride’s two older children had already 
been placed with adoptive families and the parents desperately wanted the twins to 
remain at home^.
Even now, as I summarize the details of this case I am struck by its complexity. 
There was so much information to absorb. Surprisingly, at this early stage I recall 
an instant reaction of near despair and waited with some trepidation for 
clarification of our task.
Our role was to assist the court proceedings by conducting a full risk assessment 
and, if appropriate, developing a rehabilitation plan for the children, bearing in 
mind the Local Authority’s belief that the children should to be placed for 
adoption as soon as possible. We had four, two-hour sessions in which to explore 
the case before presenting our findings.
I wonder if my own feelings of despair and a sense of being overwhelmed by our 
task were felt by my team members. We had spent the past year working very 
closely together and had often commented on our success in forming a cohesive, 
safe and containing working environment. Yet our first facilitated meeting felt 
unexpectedly disjointed and uncomfortable. I recall feeling detached from the 
assignment and surprisingly insecure in my relations with team members.
Looking back it is easier to understand why I felt so overwhelmed and despondent. 
At the time we had a number of assignment deadlines to meet, including the 
extremely stressful and time consuming task of completing our Major Research 
Proposal, in addition to the imminent start of a new and unfamiliar placement.
Please refer to Appendix 1 for a detailed account o f the presented case.
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Having not yet started our Child or Learning Disability placements, the case and 
issues involved felt unfamiliar and daunting. We had a mere eight hours to 
determine the fate of these children and I suspect the group did not believe we had 
the time, knowledge or skill to deal with the distressing issues involved. We 
seemed to almost give up before we had begun. I wonder if our feelings of despair 
and hopelessness were not only due to the additional pressures we were under, but 
were also a projection of Mr and Mrs Stride’s own negative experiences and 
emotional state, a phenomenon known as counter-transference (Jones, 2004).
The experience of having to complete the PBL task during an extremely 
pressurised and busy time has increased my understanding and empathy for the 
families I work with on placement. Our work invariably involves supporting them 
in making changes and incorporating new behavioural-management strategies into 
their already demanding daily lives. I have discovered that parents frequently find 
it difficult to find the time to make such changes, resulting in feelings of despair 
about their situation and difficulties engaging with the service. Being able to 
reflect on similarly demanding personal experiences such as the PBL has enabled 
me to identify and empathise with clients. This has allowed me to work 
collaboratively with families to negotiate and adapt interventions to suit their 
individual needs.
During our initial meetings we struggled to make sense of this seemingly complex 
case. There were so many aspects that needed to be researched and considered. 
Who were our primary clients, the children or the parents? What effects would the 
family’s situation have on the children and/or parents’ competence? What were 
the roles of the numerous professionals involved? What other options were 
available for the family?
Having now experienced working in a CAMHS team I suspect one aim of this 
PBL was to shift our attention and increase our ability to work with multifaceted 
and systemically orientated cases. We had recently completed our year-long Adult 
placements which predominately involved directly working with one individual. In 
Child and Leaming-Disabilities placements however, there is much more onus on
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working with families and staff groups, as well as the referred client. In fact I now 
recognise that this case represents the reality of clinical practice within a CAMHS 
team in terms of the involvement of family members and a wide range of other 
agencies. I recall experiencing similar feelings of confusion and uncertainty when 
presented with my first family on placement. Having thoroughly enjoyed my 
CAMHS placement I now feel more confident with and favour this systemic 
approach to working and perhaps would now feel more confident in tackling the 
dilemmas presented in this PBL case.
In addition to the complexity of the case I now feel that as a group we struggled 
with the seriousness and awfulness of the family’s story and distressing issues 
needing to be researched and explored. I recall attempting to avoid the task of 
researching the most distressing issues, perhaps fearing I did not have the time or 
strength to tolerate my own emotional reactions. Only one group member was a 
Mother and we were all aware of how difficult she found the discussions regarding 
child-abuse and adoption, a factor which perhaps contributed to our uncomfortable 
working atmosphere.
On reflection I wonder if we defended against the task to re-establish a sense of 
safety within the group and cope with our discomfort. Defense-mechanisms are 
often implemented to avoid or reduce negative emotional states (Cramer, 2000). 
Consequently we did not engage with the task, instead spent much of our time 
criticising and complaining about the lack of time we had to complete the task and 
thoroughly leam about the issues involved. I wonder if  the anger and fhistration 
we attributed to the task itself in fact reflected the anger we felt toward 1) the 
professionals not adequately supporting the Stride family and 2) anger at ourselves 
for feeling unable to tolerate the distress of the case. By banding together against 
the PBL we were able to protect our beloved group. We also spent time discussing 
the success of our last PBL in an attempt to recall good times and remain cohesive. 
Even now I feel we have continued to defend against fully engaging with this PBL 
demonstrated by our unwillingness to discuss issues and share ideas relating to this 
reflective writing assignment.
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It has been important for me to reflect on this experience and recognise my 
reactions to distressing cases to ensure I am aware of how this may affect my 
clinical practice. During my CAMHS placement I have worked alongside families 
with similarly upsetting presentations. This PBL experience highlighted the 
importance of utilising supervision and multi-disciplinary working to ensure I am 
supported in coping with and developing my ability to tolerate such discomfort.
I have also been able to increase my understanding and empathy with families 
who find themselves unable to confront and deal with traumatic and distressing 
family experiences. For these families part of my work has been to revisit difficult 
times and explore how they may be impacting on the family now. Recognising my 
own struggles confronting distress encourages me to continually work in a 
sensitive and thoughtful manner.
Despite our complaints we did begin working on the task at hand. We decided to 
present a court-case scene, with four professionals being called to the “stand” and 
cross-examined by a judge regarding their views on an appropriate rehabilitation 
plan for the children. Two were “for adoption” and two “against”. The audience 
were informed that they were the “jury” and to conclude the presentation were 
asked to give their decision by raising their hands in favour of “for” or “against” 
adoption for the children. By using this type of role-play I feel that we were able 
to objectify the task and detach ourselves from revealing our own views about the 
case. Interestingly all other groups also performed a role-play, perhaps 
demonstrating everyone’s unease and reluctance to express personal opinions.
We continued to defend against the task and cope with feelings of discomfort by 
incorporating humour into the presentation. We used sensationalised court-room 
jargon that did, as we had hoped, get a few laughs from our audience. With 
hindsight I almost feel shamed to have tried to turn such a distressing story into a 
humorous experience. However, I now understand that humour is often used to 
reduce anxiety and allow individuals to cope with distress. In fact, there is an 
increasing body of research advocating the application of humour in therapy for
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clients’ benefit but also to prevent or minimize professional burnout in therapists 
(Franzini, 2001).
With hindsight it is interesting to reflect on the way in which the group worked 
once the presentation format was decided upon. Instead of working together to 
create our script we each worked separately, with some individuals “escaping” to 
another room. I wonder if we felt this would maximise our time most efficiently 
but again perhaps also reflected our unwillingness to fully engage as a group. 
Drawing on my experience of working in a CAMHS with similar case 
presentations I feel that we would have benefited from drawing together. While 
working clinically I have found myself equally overwhelmed by the families I 
work with, and with what often feels like insufficient time to address all issues 
involved. It has been invaluable to be able to draw on the advice and support of 
the team I work with to ensure I provide the best care for my clients and to 
personally cope with any emotional issues involved. I feel my immense enjoyment 
and the fulfilling experience of working on a CAMHS placement is in part a 
reflection of the close and supportive team I worked with. Perhaps if  we had felt 
more able to work collaboratively for this PBL task we would have enjoyed it 
more.
Our jury conclusively and overwhelmingly decided the children’s best interests 
would be to stay at home in the care of their parents.
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Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, and Learning 
Disabilities
The Family
The Stride Family
Live locally 
Supportive
26
Mr 8
Raised in the 
care system 
Mrs 8
3 ) Twins ( 3 
Sally Sarah
The Professional network
42
16
No contact with mother and father
= Domestic Violence
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The Problem
The twins, Sally and Sarah Stride, were placed in short term foster care, 
following a recommendation of a full child protection case conference, and 
enacted at an initial Court hearing, that the children continued to be at risk in 
the care of their parents. The children were on the child protection register, 
under the categories of emotional abuse and neglect. The children's Guardian 
has approached you, and asked you to help the Court by conducting a full 
risk assessment, and if appropriate, to help the Court develop a rehabilitation 
plan for the children. This is a joint instruction by all parties to the proceedings. 
However the Local Authority wishes to place the children for adoption, before 
it is too late, in the belief that Mr and Mrs Stride will never be able to care 
adequately for their children. Mr and Mrs Stride are passionate in their 
commitment to have the children returned to their care.
Whose problem is it? Why?
Some Background Information.
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is 
described as a woman with learning disabilities, in the mild range. Mr Stride 
attended a school for children with special educational needs. Mr and Mrs 
Stride do not read and write English. It should be noted that many long 
reports have been written about them, their children, their care of their children 
and so on. Their solicitors read the reports out loud to them, usually once, and 
sometimes on the morning of a Court hearing.
Mrs Stride has two older children living with separate adoptive families. She is 
not able to have contact with them at the moment, as it was a closed adoption.
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This is because her first husband was extremely violent to her, and threatened 
violence to the previous social workers. Social Services staff feared for the 
safety of the adopters if their whereabouts were known. Mrs Stride promised 
herself it would be different with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She 
minimises his behaviour, saying it is nothing compared to what her previous 
husband used to do to her. The two children have witnessed these arguments 
and assaults.
Mr Stride's parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are unable 
to look after the children, because Mr Stride's mother suffers from a painful 
rheumatic condition. Mrs Stride was raised in the Looked After Children 
system, and has no contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Stride struggles to 
understand the workings of the second-hand appliances donated to them by 
family. It would seem that Mr Stride understands their workings, but is not 
prepared to use them. Social Services staff are most concerned about 
physical neglect of the children's needs. Family Centre staff say they have 
tried to engage both |Mr and Mrs Stride in parenting classes, but the couple 
do not attend on a regular basis. The Family Centre appointed a family worker 
to visit the home, and show Mrs Stride ‘how to keep house'. The family 
support worker has not been trained to work with parents with learning 
disabilities. The Social Worker says the Department has offered the family 
everything, and it makes no difference to the care of the children.
Mr and Mrs Stride are desperate about the loss of their children. They want 
them to come home. They fiercely resent the foster carers, and the supervisor 
of their contact with the children. The children's Guardian believes the parents 
can learn to be ‘good enough' to satisfy Social Services requirements. Mrs 
Stride was referred to the local AMH service for help with feelings of despair 
and depression. She is taking anti-depressant medication, and is seeing a 
CRN for counselling.
Prompt Questions
 something about paying attention to the professional network (liaison,
communication, respective roles)
 something about safety, risk assessment and risk management
 something about parenting and LD
 something about child witnesses to domestic violence
 something about the effects of poverty and class discrimination
 something about literacy and verbal comprehension (effects of anxiety
and stress on memory and comprehension, and willingness/ability to express 
concerns, and say, I don't understand these reports')
 something about resilience, adversity, depression and coping
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 something about the role of grandparents in the care of children
 something about children of parents with learning disabilities
 something about gender issues and scripts
 something about psychologists, child protection and the legal system
How would you address things differently if this family were black, or if the 
parents were both of the same sex, or if the family came from a middle class 
background or if they were of average intelligence?
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Introduction
Throughout this piece of writing I will reflect on my third year problem-based 
learning exercise (PBL) entitled “Working with Older People”. The introduction of 
PBL to clinical psychology training occurred during my first year and represented the 
desired shift from reliance on didaetic teaching methods to more self-directed student 
learning (Bond & Feletti, 1997). PBL is a distinctive learning style that provides an 
opportunity to develop group learning, team-work and problem-solving skills. In short 
PBL involves working in groups, with minimal guidance from tutors, to resolve a 
“real life” clinical scenario or problem, culminating in a presentation of findings to 
colleagues.
This account attempts to incorporate issues relating to my experience of working as a 
clinical psychologist in the NHS throughout my training. This is hoped to be achieved 
with reference to both my own professional growth and my enhanced understanding 
of service-users and their experiences. In particular I hope to draw links between the 
experience of this PBL and how this has and will inform my practice within my 
current Older People placement"^.
Initial Thoughts
When presented with this PBL I recall feeling my “trainee age” characterised by 
feelings of both curiosity and dread. I had been here before and past experience told 
me that although we always got there in the end this leaming-style process was filled 
with uncertainty, confusion and frustration as well as triumph and success, but always 
seeming chaos up until the very last minute. On reflection, through the eyes of an 
older and wiser trainee, I now see that this is, in part what the PBL method of learning 
hopes to achieve. Rather than the controlled, inactive and sometimes boring 
experience of being “told” what to leam, PBL challenges and increases one’s arousal 
levels while you leam. This method allows information to be processed and a greater 
chance for it to be remembered through the process of experiential leaming (Kolb, 
1984). In view of my thoughts I connect with Taylor’s (1997) aptly described view of
I have currently been on placement within an Older People CHMT service for three months.
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PBL as a process which encourages lifelong leaming and develops skills in leaming 
how to leam.
The scenario presented involved a description of a British-living Pakistani family 
whose mother had recently died of cancer, leaving the father, Mr Khan, living alone. 
The two daughters of the family were bom in the UK, although one, Shazia, had since 
had an arranged marriage in Pakistan where she now lived. Maya, the younger had 
married a European man, resulting in her disownment from the family, and lived in 
the UK. We were informed that Maya had become concemed about her father’s 
memory and consequent ability to care for himself. She had contacted both Social 
Services and her sister in order that her father’s perceived required future care be 
determined^.
Predictably we were not given a specific task to “solve” in relation to this family’s 
situation. The prompt questions I believe designed to trigger discussion, as ever 
seemed to leave us uncertain with regard to what our task involved and what direction 
our role should take. As third year trainees, with the benefit of some experience in 
most core areas of clinical practice it seemed that there were a multitude of areas that 
could be addressed with this family. The issues of loss in terms of Mr Khan’s wife, 
daughter and potentially his culture seemed relevant as well as recognition of possible 
dementia and/or depression and issues relating to risk. The conflict within the family 
was another area that might benefit from our involvement. The impact of Mr and Mrs 
Khan’s migration and the possibility of going back to Pakistani also seemed pertinent, 
in addition to the role we could play in assessment and finding appropriate care and 
support. The list seemed endless. Overall it seemed relevant to consider MDT 
working, adult, older people, child and family issues as well as acknowledging matters 
relating to difference and diversity. It seemed possible to draw from a range of 
theoretical stances and psychological models of working to better understand the 
family’s dilemma including systemic, cognitive-behavioural, psychodynamic and 
neuropsychological principles to name a few.
Having now experienced working within an older people service I am able to see how 
clinically “real” the initial “focus” dilemmas we faced are. Clinically I have also
 ^Please see Appendix 1 for a detailed account o f the presented scenario.
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experienced uncertainty with regard to how my skills could best be utilised when 
working with individuals who bring with them such a wealth of life experience. I have 
found it helpful to focus more on the assessment phase of working and yet again 
recognised the importance of MDT contribution and support. Remaining sensitive to 
the service-user’s own thoughts and wishes for treatment and acknowledging the need 
to remain flexible throughout intervention is also key.
Group Process
It is interesting for me to reflect on the way our group chose to tackle the task. This 
being our third PBL, after the usual moans and groans, we got straight down to the 
business of delegating topics to be researched. The plan was to work independently on 
our given topic then come together and amalgamate the findings to create the 
presentation. It strikes me now how our approach to PBL has changed over the three 
years. Extensive group meetings and lengthy discussions have been replaced with 
time-limited meetings and an increased reliance on independent working. An 
approach designed to use minimal time but results in extensive researching and the 
sharing of knowledge. I feel this reflects the real-life experience of working as a 
psychologist in today’s NHS. Faced with the demands of both professional working 
and trainee status we have begun to leam the skills required to cope with the 
significant demands and pressures placed upon us. Survival seems to be the ability to 
prioritise and at times tolerate the often uncomfortable feeling of not always being 
able to give “your all” to every undertaking. When working clinically this is 
something I stmggle with and often find myself working late to ensure every piece of 
work meets my high expectations. I acknowledge that to prevent burnout and future 
mental health difficulties this is a skill I will have to continue to develop.
The approach utilised by the group resulted in a wealth of information regarding 
issues relating to cultural differences, depression, dementia, migration, service 
provision and attitudes towards mental health difficulties in both the UK and Pakistan, 
to name a few. As ever, we faced the challenge of how to condense and convey the 
amount of work done and information gathered into a short presentation.
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A new challenge we faced this time was also how to accurately represent the work 
completed by all members through the presentation. It actually transpired that certain 
individuals shouldered more responsibility of presenting than others, despite all 
members having contributed to the background work required to create the 
presentation. I, in fact volunteered to have a smaller presenting role and have since 
reflected on why this was the case. I am currently experiencing firsthand the difficult 
and devastating effects dementia can have on one’s own family as my Grandmother 
has recently been diagnosed with the disease. I suspect that despite finding the PBL 
task interesting and relevant to my current clinical work it was also difficult to 
confront many of the issues discussed in the presentation. Interestingly my topic for 
research focussed more on the depression that Mr Khan may have been experiencing 
and my role in the presentation was to represent Mr Khan and his views on the current 
situation, which tellingly were that he was not suffering with dementia. I feel this 
reflects my own personal struggle with accepting a diagnosis of dementia in my own 
family.
Working clinically during the last three months I have also occasionally struggled 
with my feelings and reactions when working with, and at times helping to diagnose 
individuals suffering with dementia. It hasn’t been the smoothest of journeys. 
However it has helped me recognise my own “humanness” and the benefit of drawing 
on such personal experience to inform one’s practice. I certainly have found it has 
helped me better understand and empathise with the losses experienced by both the 
older person I have worked with and their families.
The challenge of equally distributing the presenting of information I believe mirrors 
clinical practice when working in MDT services. I have observed, particularly in 
Older People Services, the tendency to work multidisciplinary but to offer the 
psychiatrist that final task of imparting the relevant information to the service-users. 
As with our presentation and the comments we received querying the unequal 
individual contributions, this may result in a lack of recognition of the work 
completed by the entire team and lead to feelings of resentment which need to be 
managed.
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The Presentation
It is interesting to reflect on the content of our presentation and what information 
“made the final cut”. As a group we feel our emphasis centred on differential 
diagnosis, medical issues and residential care options in the UK and Pakistan. Little 
time was spent acknowledging treatment issues or more psychological interventions 
relating to coping with loss or management of symptoms. Perhaps this relates to the 
seeming safety we found when working from a more medical perspective 
concentrating on diagnosis and medication. Again this is something that I have 
observed during my Older People placement. Service-users also seem to find comfort 
in the concreteness of diagnosis and medical treatment. In fact during follow-up 
sessions after an individual has received a diagnosis of dementia I have felt 
uncomfortable and feeble when discussing memory strategies that can help manage 
the symptoms of dementia, rather than focussing on medical treatments that can 
hinder the progression of the illness. However I now feel that our role as psychologists 
enables us to bring a position of hope for individuals and their families. That a 
diagnosis of dementia does not have to mean a hopeless end, rather there are ways of 
coping with, managing and tolerating the destruction it can bring.
As mentioned our presentation ended with an outburst from the previously unheard 
Mr Khan whose point of view was that he did not feel he was suffering with dementia 
but rather was coping with expected and natural sadness due to the loss of his wife 
who had done so much for him. This brings into mind the importance of listening to 
the voice of the older person, regardless of a diagnosis of dementia. So many of my 
clients have reflected on their loss of power and status in society as a direct result of 
their age. Something many have said to me is that we will all get to their age 
eventually -  something many in today’s society would do well to consider.
Conclusion
Looking back on this last PBL experience I am able to see how far my colleagues and 
I have come and the skills we have developed to bring us further towards the ultimate 
goal of clinical psychologist status. Throughout the three years PBL tasks have 
challenged, exasperated and tested us while providing us with a strong sense of
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accomplishment. Our approach to “getting the job done” has changed as we have 
learnt to survive the increasing pressures we face under time limited constraints. PBL 
has allowed us to take responsibility for and direct our own leaming. I believe we 
have learnt how to leam.
Cmcially PBL has also provided an opportunity to form close and supportive 
friendships. I mean the ability to successfully work together on a PBL task while 
experiencing the terror of major research projects falling apart around the ears is a 
bonding experience near impossible to break! The support, care and understanding 
shared within our group, in part created by the team work and collaboration required 
by PBL, has been invaluable during my training joumey.
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Title: Working with Older People 
Problem Based Learning Exercise 
The Problem
Mr. Khan’s youngest daughter, Maya has contacted Social Services about her father’s 
health. She is concemed about her father who has been suffering from short-term 
memory problems. He has been leaving the kettle on and saucepans on the stove to 
boil dry. He has been neglecting himself and his physical health is deteriorating. He 
has lost some weight and he has been eating out-of-date food.
Maya, the youngest daughter is urging Social Services to do something and also 
asking her older sister, Shazia to retum from Pakistan to help sort out a solution for 
their father’s care.
Some Background Information
Mr. Khan is 72 years old. He migrated to the UK from Pakistan in his mid 30’s. He is 
a retired bus driver. He teamed English after coming to the UK.
His wife died of cancer 9 months ago. Mrs Khan did not speak English and spoke only 
Urdu. She was primarily a home maker, working occasionally as a private dress 
maker.
Mr & Mrs. Khan have 2 daughters Shazia and Maya. Both daughters were bom in the 
UK and have had English education. The eldest daughter, Shazia had an arranged 
marriage in Pakistan where she lives with her family. Her husband is a shop-keeper. 
They have 3 children. Shazia’s eldest son Imran is currently contemplating coming to 
the UK to University.
Maya, the younger daughter married a European and was disowned by the family. She 
had no contact with her father till her mother passed away 9 months ago. Maya and 
her husband have no children. She is University educated. She and her husband are 
both joumalists and fairly mobile, travelling 3-4 days a week throughout Europe and 
sometimes at short notice.
Mr and Mrs Khan were both religious and had links with the Muslim community. 
However, Mr Khan fell out with the mosque about they way they responded to his 
wife’s death. He has stopped going to the local Mosque but continues to pray at home.
Prompt Questions
.. .something about who speaks English, who speaks Urdu and who speaks both?
.. .something about the rift with the community in the Mosque and the potential for 
mediation?
...something about understanding religious faith and appropriate culturally sensitive 
solutions?
.. .something about grief and mourning -  individual, family and community based?
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.. .something about impact of migration and loyalties to country of origin and host 
country?
.. .something about the possibility of going back to country of origin?
.. .something about appropriate residential care and relationships with staff and other 
residents?
■ ..something about assessments, short term memory, self-care and differential 
diagnosis?
.. .something about assessing risk to self?
...something about relationship with social services and other professional systems? 
...something about the role of the Psychologist, MDT, etc?
Date: 16th May 2006
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CASE DISCUSSION GROUP PROCESS ACCOUNTS 
SUMMARIES
Case discussion groups (CDG) became an integral part of clinical psychology training 
during my first year as a trainee. The introduction of these groups intended to promote 
reflective practice, to integrate university work and clinical placements, to highlight 
our strengths and needs thus facilitating our growth as clinicians and to provide the 
opportunity to discuss clinical eases with colleagues using different therapeutic 
models and perspectives. My CDG consisted of six core female trainees and was 
facilitated by three university tutors during the three years of training who, in turn 
joined or left the group at the beginning of each academic year.
CDG process accounts were written at the end of year one and two of training. These 
reflected on the process and experience of participating in the annual CDG. Due to the 
confidential nature of the aforementioned accounts a summary of each will be 
provided.
Summary of Case Discussion Group Process Account 1
This account focussed on the experience of being a first year trainee required to 
participate in an innovative aspect of training and the anxieties and dilemmas that 
were consequently raised. Time was also spent reflecting on the anxieties perhaps 
experienced by tutors facilitating such a novel process. Our tutor’s preferred 
orientation was systemic and this provided an opportunity to increase my knowledge 
and experience of systemic principles. The content of CDG focused on examining 
clinical cases by directing our attention away from the individual in isolation and 
towards relationships and relationship issues between individuals and within systems. 
Cases were discussed using a range of systemic therapeutic principles such as 
reflecting teams. The experience of working in this way was reflected upon and an 
acknowledgement of the group’s development in tolerating the uncertainty that came 
with it. Gender and diversity issues with regard to group members were discussed, 
with particular reference to the relationship developed between the trainees and male 
facilitator. The usefulness of CDG in encouraging me to step outside the theoretical 
approach used on placement and incorporate systemic thinking into my practice was 
reflected upon.
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Summary of Case Discussion Group Process Account 2
This account began with a reflection on issues relating to the process of change, 
triggered by the ending of the first year CDG and the beginning of the second CDG. 
For example we had lost one tutor, only to have gained another. Our growth and 
development as a group was acknowledged and the difference between the first 
session of year one’s CDG and this year’s noted. Safety, containment and confidence 
were themes that arose and the affect this may have had on the one new member of 
the group (the tutor) was reflected upon with specific reference to gender issues, 
having lost the only male member of our group. The group utilised the opportunity to 
use a video session (originally intended to provide trainees with the opportunity to 
record the role playing of clinical situations) to record our reflections of the process of 
year two’s CDG. Issues pertinent to all trainees were discussed throughout the 
remainder of the account and relate to; the importance of consistency and boundaries 
in clinical practice; how personal experience can impact on professional practice; 
defence mechanisms used in group settings; the utilisation of wider support networks 
in the second year of training and the impact this had on the CDG forum; the 
development of personal relationships within the group and the creation of “roles” 
given and played out by each member. The role “given” and played out by myself and 
the potential for change in relation to this is then discussed.
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CLINICAL DOSSIER
The clinical dossier contains summaries of experiences gained during the five 
placements completed throughout training. In addition summaries of the five case 
reports are provided. The case reports are submitted in full in Volume 2 of the 
portfolio.
Identifying details have been omitted or changed throughout the clinical dossier to 
preserve anonymity.
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SUMMARY OF PLACEMENT EXPERIENCE 
Adult Mental Health (split placement)
Setting: Community Mental Health Team (CMHT) and Rehabilitation and 
Continuing Care Team
Presenting Problems: Anxiety, depression, OCD, personality disorder, social phobia, 
bi-polar disorder, sexual abuse, hearing voices, psychosis, poor cognitive functioning, 
memory deterioration, low self-esteem and substance misuse 
Client’s Age Range: 24-74 years
Therapeutic Approaches Used: CBT, CBT for psychosis, narrative, integrative 
psychotherapy
Summary of Placement: The majority of work was conducted independently with a 
focus on 1:1 therapy. However due to the multi-disciplinary nature of both services 
liaison with other professionals was frequently required. Work was conducted in a 
variety of settings ranging from residential homes and outpatient and inpatient 
settings. I conducted three neuropsychological assessments using a range of 
psychometric tests, and fed back subsequent findings. A wide variety of standardised 
measures were used therapeutically to provide base lines and evaluate progress. Joint 
working was achieved in group settings as I co-facilitated a psychosis recovery group 
with a clinical psychologist and one session of a self-esteem group with a social 
worker and OT. CPA review meetings and regular team meetings were attended. 
Semi-structured interviews were conducted with five clients for research purposes to 
evaluate the usefulness of the psychosis recovery group. A service related research 
project was conducted to compare the needs of service users as identified by their 
Care Plan and the Camberwell Assessment of Need, a tool designed to assess the 
needs of people with severe mental illness. For the last month of placement I was 
seconded to the Trust’s in-patient addiction service where I worked with five 
individuals with a history of substance misuse. Motivational interviewing techniques 
formed the basis of this intervention. Throughout the year I worked with individuals 
from a range of social and ethnic backgrounds.
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Child, Adolescent and Family
Setting: Child and Adolescent Mental Health Service (CAMHS)
Presenting Problems: Feeding difficulties, developmental delay, behavioural 
problems, aggression, learning difficulties, dog phobia, peer-relation difficulties, 
anxiety, depression, school refusal, chronic pain syndrome, low self-esteem, ADHD, 
self injurious behaviour.
Client’s Age Range: 3-16 years
Therapeutic Approaches Used: CBT, BT, Systemic Therapy
Summary of Placement: This placement provided ample opportunity for joint 
working with psychologists, a primary mental health care worker and nurse therapist. 
Individual work was also conducted, often alongside joint family therapy. A number 
of school observations were carried out, in addition to extensive information gathering 
from, and liaison with, a number of multidisciplinary sources. Meetings were 
regularly attended within the team and at schools. Three neuropsychological 
assessments were carried out and findings disseminated. Child protection issues arose 
with one case requiring an extensive risk assessment and liaison with Social Services.
Learning Disabilities
Setting: Community Team for People with Learning Disabilities 
Presenting Problems: Autism, Downs Syndrome, Dementia, emotional difficulties, 
depression, sexual abuse, challenging behaviour, Wooster Draught Syndrome and 
Cerebral Palsy
Client’s Age Range: 7-41 years
Therapeutic Approaches Used: CBT, BT and psychodynamically informed 
formulation
Summary of Placement: This placement was based within a multidisciplinary team 
and required extensive liaison and co-working with other professionals and services. I 
worked with clients, their families and staff groups to provide 1:1 therapy, conduct 
assessments of cognitive functioning and daily living skills, functional analysis of 
behaviour and assess for dementia. I had the opportunity to work with a child with 
learning disabilities and their family with the view to assess for cognitive strengths 
and weaknesses and provide support to school teachers. An extensive risk assessment 
was carried out with one individual in relation to suspected inappropriate sexual
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behaviour towards children. I gained experience of working in a range of settings 
including residential homes, day centres, client’s homes and an outpatient clinic. A 
wide range of standardised measures and assessment tools were used including the 
WAIS-III, HALO, SDS and Camdex DS. “Life Coaching” training was provided for a 
residential staff group which evolved into a case discussion forum. A “Relationships 
and Sex Education” group was co-facilitated with an assistant psychologist.
Older People
Setting: Community Mental Health Team for Older People
Presenting Problems: Vascular, Alzheimer’s and Frontal dementia, depression, 
anxiety, panic disorder, bi-polar, personality disorder, schizophrenia, Parkinson’s 
Disease, self injurious and challenging behaviour.
Client’s Age Range: 74-89 years
Therapeutic Approaches Used: CBT, BT, neuropsychological and psychodynamic 
Summary of Placement: During this placement I conducted three extensive 
neuropsychological assessments utilising a range of psychometric tests to assess for 
dementia and disseminated findings to clients, their families and the MDT. Individual 
therapy was also conducted in a range of settings including inpatients, outpatients, 
residential homes and day hospitals. I worked with staff groups in a consultative way 
providing advice and support on issues relating to challenging behaviour and 
dementia. I observed and participated in one session of a dementia support group run 
by an OT and co-facilitated a “Coping with Changes and Loss” group with a staff 
nurse. Two extensive risk assessments were carried out relating to severe self- 
injurious behaviour and discharge from inpatient care following a suicide attempt. All 
work required extensive MDT working and liaison. A psychodynamic observation 
was carried out in the inpatient ward. The clients I worked with came from a range of 
ethnic and social backgrounds.
Specialist: Child, Adolescent and Family
Setting: Child and Family Consultation Clinic (CFCC) and Youth Offending Team 
Presenting Problems: Anorexia nervosa, adjustment difficulties following sibling’s 
diagnosis of learning disabilities, OCD, depression, youth offending, ADHD, 
dyslexia, not attending school, challenging behaviour and tourette's syndrome.
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Client’s Age Range: 7-16
Therapeutic Approaches Used: CBT, systemic, BT
Summary of Placement: Individual therapy and family work was carried out during 
this placement. I had the opportunity to work independently and jointly with members 
of the MDT (psychologists, family therapists, psychiatrists and nurses) and in addition 
liaised extensively with a range of other services/professionals including Social 
Services, Education Welfare Officers, a health visitor and school teachers. I joined the 
team’s Eating Disorder’s Team run every week by family therapists and often formed 
part of a reflecting team during their assessments in addition to taking on individuals 
for therapy. I completed one neuropsychological assessment and fed back findings to 
the family and school. I attended regular team meetings and case presentation forums, 
presenting cases and contributing to team discussion and support. Due to engagement 
difficulties work conducted at the YOT focused primarily on providing consultation to 
staff groups to offer a systemically informed understanding of a family’s difficulties 
and/or indirect work with parents. Cultural issues were pertinent during this placement 
when working with a child who was not attending school as her religious beliefs did 
not permit her to attend a co-educational school. This case also threw up risk and 
abuse issues and as such I worked closely with Social Services in supporting the 
family.
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Adult Mental Health Case Report 1 Summary
Cognitive Behavioural Therapy with a 52-year-old Male Presenting with
Depression
Referral
Tim Jones a white-British 52-year-old man was referred to the CMHT by his GP. The 
referral letter described Tim as suffering from depression, post-traumatic stress 
symptomology and personality disorder.
Initial Assessment
The assessment took place during one face-to-face interview with completion of the 
Beck Depression Inventory-II (BDI) and Beck Anxiety Inventory (BAI), indicating 
severe depression and anxiety. A risk assessment was completed resulting in the 
completion of a care-plan incorporating an action-plan to follow in times of need.
Presenting Problem
At assessment Tim reported suffering from Post-Traumatic-Stress (PTSD) type 
symptoms relating to past incidents including sexual abuse, being caught in an 
avalanche and involvement in a car crash resulting in the death of his brother. 
Symptoms included reoccurring nightmares and flashbacks. Tim described a lack of 
motivation and interest completing daily tasks, routinely spending days alone in his 
flat, “doing nothing”. While at home he was filled with negative thoughts and violent 
fantasies. He described an erratic eating pattern and felt that he was sleeping too 
much, although sleep was often interrupted by nightmares and negative thoughts. Past 
psychiatric history detailed extensive contact with mental health services for 
aggression, anxiety, attempted suicide and cannabis addiction.
Tim and I worked collaboratively to determine how therapy could be used most 
effectively. It was agreed that Tim’s principal difficulties centred around his 
depression and we agreed to focus on this. Relevant case-note correspondence 
described Tim as not meeting criteria for PTSD, concluding his problems were more 
typical of a mixed non-specific personality disorder and depression and that trauma- 
focussed work could de-stabilise him.
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Formulation
Tim’s difficulties were conceptualised within a cognitive-behavioural model of 
depression (Beck, 1993). Beck’s cognitive model of depression states that early 
experiences shape beliefs and assumptions about the world and ourselves. Some are 
dysfunctional assumptions that can be triggered by critical incidents. These 
assumptions are then maintained by negative thoughts and depressive symptoms. Tim 
spent his early years in care with no stable caregiver. He then experienced the trauma 
of being caught in an avalanche and sexual abuse, which was never resolved. Unable 
to share these experiences with his family, Tim coped by drinking heavily and 
experimenting with drugs. In his mind this behaviour led to the death of his brother in 
a car crash. His parents disowning him reinforced his feelings of responsibility. These 
experiences may have led to core beliefs that he cannot be trusted to control his anger 
and the world is a dangerous place, generating a set of rules or assumptions by which 
to live his life. These may be that he should withdraw and stay away from others and 
the world should be avoided.
While in the RAF Tim drank heavily and violently attacked two authoritative 
individuals leading to a six-month psychiatric admission. His marriage ended in 
divorce and separation from his son. His beliefs about himself and the world were 
activated, generating many negative thoughts about himself, the world and his 
seemingly hopeless future. These thoughts were maintained by subsequent behaviour 
and feelings, leading to long-term depression.
Intervention
Tim attended thirteen individual sessions which primarily focused on four therapeutic 
aspects; i) Socialisation of the cognitive-behavioural model (sharing of the 
formulation and description of the fundamental link between thoughts, feelings and 
behaviour) and psychoeducation with regard depression; ii) Cognitive restructuring of 
Tim’s negative automatic thoughts through the utilisation of thought diaries and 
socratic questioning while observing subsequent effect on feelings and behaviour; iii) 
Behavioural strategies with the aim of creating a daily structure, the graded 
introduction of pleasurable activities previously avoided, the use of flashcards to 
maintain motivation to do and the development of an action plan to quit cannabis use;
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iv) Exploration of Tim’s anger which was highlighted as a coping strategy for 
externalising his pain. Relaxation techniques and reflection uncovered feelings of 
sadness and regret not previously engaged with. This allowed such feelings to be 
processed and tolerated.
Outcome
At the time of writing Tim had attended thirteen of sixteen planned sessions. Tim was 
able to highlight significant changes in that he felt he was now “doing” and living in 
the present, rather than the past. He was no longer in his fiat all day with negative 
thoughts, rather was able to capture his thoughts and challenge them. He was making 
an effort to widen his social network. Tim was referred to the occupational-therapist 
with a view to start voluntary work. He had stopped smoking marijuana. Most 
significantly he had let go of some of the guilt and shame of his past actions and was 
beginning to trust himself. Measures used to monitor change indicated a notable 
reduction in anxious and depressive symptoms. He did, however still experience “bad 
days” where he lacked motivation and found it difficult to challenge his negative 
thoughts. Future sessions intended to focus on the ending of therapy and consider 
relapse-prevention work, e.g. constructing a list of helpful coping strategies and 
design a “self-therapy plan”, which Tim could use to resolve difficulties before they 
become major problems (Blackburn, 1996).
Critical Evaluation
An important factor of our work together was the recognition of Tim’s ambivalence 
to, and fear of, recovery. Being “depressed” had formed large part of his life and 
identity for so long it created a sense of certainty about the future, be that a seemingly 
negative future. Although Tim was very motivated to change, he also feared change 
and the uncertainty this would bring. Recognising and exploring this during sessions 
was key. In order for these significant factors to be explored, a sense of flexibility 
regarding the content of sessions was paramount. At times the planned structure of the 
sessions was sacrificed. Although this is not recommended when following a CBT 
approach I feel it was important to tailor therapy to Tim’s needs and on reflection this 
was invaluable.
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Adult Mental Health Case Report 2 Summary
Cognitive Behavioural Therapy with a 44-year-old Male Presenting with Soeial
Phobia
Referral
Peter Lawton a white-British 44-year-old gentleman was referred to the CMHT by his 
GP. The referral letter explained that Peter had a long-term history of obsessive- 
compulsive disorder (OCD). Peter had received effective treatment from a psychiatrist 
for difficulties associated with this. More reeently however, Peter described being 
unable to work due to feelings of social phobia. He felt “unable to switch off his 
anxious feelings” and this was preventing him from carrying out his normal everyday 
aetivities.
Initial Assessment
The assessment took place over one faee-to-faee interview with completion of the 
Beck Depression Inventory-II (BDI), Beck Anxiety Inventory (BAI) and Fear of 
Negative Evaluation Scale (FNE) to assess presentation and provide a baseline 
measure for monitoring progress. Measures highlighted mild and mild-moderate 
depression and anxiety respectively and a presentation consistent with social phobia.
Presenting Problem
At assessment Peter described his primary difficulty to be anxiety, mainly relating to 
social situations. A number of situations triggered this anxiety ranging from planned 
social events to everyday occurrences where others were present. Peter reported 
feeling very self-conscious, disconnected and exposed when around other people. He 
stated that he was more noticeable than others, he felt different and was “not normal”. 
Peter also spoke of his desire to be accepted by others and in order for this to occur he 
had to monitor his behaviour very closely. Peter explained social situations triggered a 
range of physical sensations. He would begin sweating, experienee neck-ache, 
headaches and what Peter described as “feeling like a mask was on his face”. Peter 
described the anxiety as exhausting, consequently Peter would attempt to avoid such 
situations, stating “if in doubt, avoid”.
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Background History
Peter described his upbringing as “well-ordered” and “dominated by rules”. Both 
parents were teachers at his school, consequently Peter felt he was always monitored 
and “having to be good”. He recalled his relationship with his mother as one in which 
he felt criticised if he “did not get things right” and he aspired to please her. Peter was 
never encouraged to express emotion and described himself “akin to a robot”.
Formulation
Peter’s difficulties were conceptualized within a cognitive-behavioural model of 
social phobia (Wells, 1997). This model would suggest Peter placed much importance 
on making a favourable impression on others, and yet believed he would act 
incompetently in social situations. Peter’s social phobia likely developed in his early 
years when assumptions about himself and the social world were developed, e.g. his 
view of himself as inadequate and unable to relate to others. These assumptions led to 
his appraisal that social situations were dangerous, triggering negative thoughts about 
himself (that he was different and his behaviour needed to be monitored) and about 
how others would perceive him (“they will look at me with pity”). In social situations 
these negative thoughts were accompanied by Peter’s preoccupation with his somatic 
responses, which only served to reinforce his belief that he was behaving abnormally 
because of his anxiety. In order to cope with these negative experiences Peter would 
avoid soeial situations removing opportunities for disconfirming his negative beliefs. 
If unable to avoid he would engage in safety behaviours, e.g. frequent visits to the 
toilet, which serve to maintain his problem as they contributed to a heightened self­
focus, the avoidance of catastrophe was attributed to their use and they made Peter 
appear unfriendly. Peter could recall past stressful events and always felt potential 
ones would be “a nightmare”.
Intervention
Peter attended eighteen individual sessions which primarily focused on five 
therapeutic aspects; i) Socialisation of the cognitive-behavioural model (collaborative 
creation of the formulation and description of the fundamental link between thoughts, 
feelings and behaviour) and psychoeducation regarding social phobia; ii) Cognitive 
restructuring of anticipatory, in-situation and post-event negative thoughts leading to a
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more balanced view; iii) Graded exposure, involving progression through a fear and 
avoidance hierarchy in relation to social situations; iv) Behavioural experiments, to 
test out negative predictions, drop safety behaviours and shift attention to an external 
focus; v) Relaxation techniques, used in session and with a tape at home.
Outcome
Peter and I discussed his progress throughout therapy. He found the cognitive work 
very powerful, recognising that “just because I think something, doesn’t mean it’s 
true”. Via graded exposure and behavioural experiments Peter leamt that social events 
did not have fixed negative outcomes. This was reinforced by two important social 
events Peter attended during therapy that he enjoyed. He was able to think in a more 
balanced, rather than solely negative way and this enabled him to face his fears. 
Consequently Peter had engaged with the volunteer-bureau with the view to begin 
gardening work. One significant achievement was Peter’s increased ability to tolerate 
uncertainty and accept that there will be anxiety at times in his life that he could cope 
with. He developed his understanding of and ability to relate to others. Peter also 
leamt that it is okay to express uncertainty and feelings of anxiety and that he need not 
pretend to cope. Although the FNE indicated a continuing fear of negative evaluation, 
measures used to monitor changes in anxiety and depression revealed a notable 
reduction in symptoms, demonstrating an increased ability to cope with symptoms of 
social phobia.
Critical Evaluation
Despite the complexity of Peter’s presentation we worked well together to address his 
difficulties. This was helped by his motivation to change and engage in what was, at 
times a painful process. One challenge for us both was Peter’s expectation that therapy 
may remove all the anxiety from his life. He wanted me to “wave a magic wand” and 
his stress would disappear. As a first year trainee perhaps I too desired to do this, not 
wanting to accept my limitations. I leamt that therapy is often the beginning of a 
process and the client is able to take away what they experience, leam and fiirther 
build on this.
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Child and Family Case Report Summary
Systemic and Cognitive Behavioural Work with a 16-year-old Girl Presenting
with Dog Phobia
Referral
Lucy Smith, a white-British 16-year-old girl, was referred to CAMHS by her GP. The 
referral letter explained that Lucy presented with a long-term history of dog phobia.
Initial Assessment
The initial assessment consisted of two face-to-face interviews during which Lucy and 
her mother were seen. Measures completed included the Beck Anxiety Inventory 
(BAI) and the Rosenberg Self-Esteem Scale which indicated moderate-severe anxiety 
and moderate self-esteem respectively. The Strengths and Difficulties Questionnaire 
(SDQ) was completed by both Lucy and her mother to depict their view of Lucy’s 
difficulties. A risk assessment was completed culminating in a referral to Social 
Services due to risk issues highlighted within the family (see below).
Presenting Problem:
At assessment Lucy explained her phobia had been triggered when she was bitten by a 
dog at the age of twelve. She described her phobia of dogs as significantly affecting 
her day-to-day life. She took great care to avoid any contact with dogs. Lucy reported 
feeling scared and anxious around dogs, primarily concerned that they would attack 
and bite her. Any exposure to dogs triggered a range of unpleasant physical sensations 
including trembling, heart beating wildly, feeling sick and crying. Lucy also described 
other worries relating to the behaviour of her father. Lucy’s parents had divorced 
following verbally and physically violent behaviour towards her mother, witnessed by 
the children. Despite their separation Lucy’s father continued to make unplanned 
visits to the family home. Lucy described her father’s behaviour as unpredictable and 
that he could display aggressive behaviour towards both herself and her younger 
brother and sister. Lucy’s mother struggled to assert herself with her ex-husband and 
felt unable to set appropriate boundaries and visiting restrictions. Instead this fell to 
Lucy who shouldered the responsibility of refusing her father entry and/or removing 
him from the house.
CAP Case Report Summary g g
Formulation
Evidence suggests that individual CBT, plus family involvement work is the most 
effective in reducing anxiety, manifested in phobias, for children (Ginsburg & 
Schlossberg, 2002). Based on this my formulation was three-fold, drawing from CBT 
and systemic principles:
i) Understanding the origin of Lucv’s phobia within her familv context:
Lucy phobia was understood in relation to her early traumatic experiences involving 
witnessing domestic violence and being bitten by a dog which may have led to core 
beliefs that the world is dangerous and she is vulnerable. Her mother’s own beliefs 
about the world being dangerous may have maintained Lucy’s beliefs. Consequently 
they both found it difficult to face their own fears, Lucy’s of dogs and her mother’s of 
her ex-husband.
ii) Understanding how the familv svstem could be contributing to Lucv’s 
anxietv and her belief that she must alwavs cone and never feel afraid:
From a structural systemic perspective, Lucy’s phobia was maintained by the family’s 
inappropriate hierarchical structure. Lucy was taking responsibility for protecting her 
family from her father when this role belonged to her mother. Lucy felt unable to feel 
fear when dealing with her father or her family would be left unprotected. This fed 
into her phobia as she felt unable to cope with the fear dogs instigated in her.
iii) Understanding the maintenance of Lucv’s phobia.
From a cognitive perspective Lucy’s phobia was triggered by being bitten by a dog 
and maintained by a vicious circle of negative automatic thoughts, fear of fear, safety 
behaviours, being on the look out for danger, loss of confidence and resulting avoidant 
behaviour relating to dogs (Sanders, 2002). Her avoidance of dogs prevented Lucy 
from challenging her negative thoughts about dogs, thus habituating her to this 
anxiety-provoking stimuli. Safety behaviours used when avoidance was not possible 
served to maintain the phobia as the avoidance of catastrophe was attributed to their 
use.
Intervention
Lucy attended five, one-hour and four, two-hour individual sessions which focused 
primarily on four therapeutic aspects; i) Socialisation of the cognitive-behavioural 
model and psychoeducation with regard phobias and anxiety; ii) Cognitive
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restructuring of Lucy’s negative thoughts regarding dogs and her perceived ability to 
cope; iii) Graded exposure, involving progression through a fear and avoidance 
hierarchy in relation to contact with dogs; iv) Behavioural experiments, to test out 
negative predictions and drop safety behaviours. Four concurrent family sessions, co­
facilitated by my supervisor and I were also attended by Lucy and her mother to assist 
in the development of clearer family boundaries and a more appropriate hierarchy.
Outcome
At the end of therapy, although Lucy’s fear of dogs was not completely eliminated she 
had developed an increased understanding of the cause and maintenance of her 
phobia. Lucy’s negative thoughts regarding dogs had been challenged and she was 
able to hold a more balanced view which allowed her to begin the process of facing 
her fear. At the end of treatment Lucy had been in a park surrounded by dogs, been in 
close proximity, stroked and walked four dogs in session. She acknowledged the 
importance of building on these achievements, continuing to reduce her avoidance and 
conducting her own behavioural experiments to continue challenging her negative 
thoughts.
Family sessions resulted in Lucy feeling able to relinquish responsibility back to her 
mother with regard the behaviour of her father. Lucy’s mother had successfully 
introduced visiting restrictions. They both described less tension and anxiety within 
the home. Due to consistent boundaries Lucy’s relationship with her father had 
improved. Lucy and her mother had begun communicating their feelings with each 
other, with a view to support and work together to solve family dilemmas.
Critical Evaluation
A central aspect of our work together was the collaborative and trusting therapeutic 
relationship Lucy and I were able to create. This was vital as much of our work 
centered around exposing Lucy to highly anxiety-provoking situations. On reflection 
it may have been useful to have involved Lucy’s siblings and father in sessions. Lucy 
had not informed her wider family about her involvement with our service. My 
reluctance to explore this with her could be explained by our time-limitation and my 
inexperience.
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Learning Disability Case Report Summary
An Extended Assessment of a 30 year old Man with Learning Disabilities and a 
Suspeeted Sexual Interest in Children
Referral
Lee Smith, a 30-year-old man living in a 24-hour staffed residential home, was 
referred to Psychology for a formal assessment of his cognitive and social functioning 
to provide a comprehensive understanding of level of ability and consequent support 
needs. An additional assessment regarding the sexual risk Lee may pose to children 
while working at a theme park was subsequently required based on past allegations of 
inappropriate sexual behaviour towards children
Initial Assessment
The assessment took place during one face-to-face interview during which Lee 
consented to partake in the assessment. A comprehensive risk assessment was 
completed relating to potential aggression to others and risk posed to children at Lee’s 
place of work.
Background History
Lee experienced a neglectful and abusive childhood; he was placed on the Child 
Protection Register under the category of physical abuse and taken into care aged 
nine. Lee’s development was delayed, demonstrated by his inability to speak until he 
was four-years-old. He initially attended mainstream school but could not cope and 
was transferred to a special needs school.
Lee displayed behavioural difficulties from an early age. This resulted in his 
suspension fi*om school and the consequent stay in various residential placements and 
therapeutic communities. He held a criminal record for a variety of offences including 
two counts of inappropriate sexual behaviour to children. Since moving to his current 
residence Lee had made significant progress with no reported incidents of challenging 
behaviour over the last ten months.
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Formulation
Based on information gathered during initial assessment it was hypothesised Lee’s 
presentation was consistent with the defining features of a learning disability. He met 
three core criteria for a diagnosis of LD: A significant impairment of intellectual 
functioning, a significant impairment of adaptive/social functioning and age of onset 
before adulthood (British Psychological Society (BPS), 2000).
Regarding the risk relating to his work around children it was hyothesised that Lee did 
meet several criteria proposed by current theories used to predict sex offending 
behaviour. However after careful consideration it was felt that Lee’s current 
placement and job were providing him with protective factors known to reduce future 
offending. Lee had never been convicted of sexual misconduct with children and 
combined with the fourteen-year gap since an allegation it was hypothesised the risk 
he posed was low.
Initial Action Plan
A plan to assess the following areas was developed.
i) To access reports from previous residences; ii) To assess daily living skills and 
cognitive ability; iii) To continue assessing risk posed to children in light of new 
information gathered.
Extended Assessment
The extended assessment was conducted in ten sessions over a three-month period. 
Two, one-hour MDT risk assessment meetings were also attended by staff involved in 
Lee’s care. The HALO was used to assess daily living skills and highlighted a number 
of areas in which Lee required substantial staff support including domestic duties, 
budgeting, use of language, and social interactions. The WAIS-III was used to assess 
cognitive functioning. Results indicated Lee’s scores were consistent with the 
intellectual functioning of someone with a significant intellectual disability. Past 
reports obtained revealed information regarding past allegations of sexual misconduct 
towards children previously unknown to the team, evidence of minimal subsequent 
victim empathy was also reported.
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Extended Formulation and Risk Assessment
The assessment results were consistent with a diagnosis of a significant LD and 
highlighted how vulnerable Lee would be if  living alone without any support.
The risk posed to children had significantly increased, in light of new information 
gathered regarding past inappropriate sexual behaviour. Appropriate MDT meetings 
were conducted and accordingly a plan of action agreed upon to include informing 
Lee of our awareness of additional allegations and to consult with the police regarding 
the appropriateness of Lee’s current employment.
Mistaken Identity
Further analysis of reports sent by past residence revealed the report detailing 
additional inappropriate sexual behaviour towards children had been written about 
another individual with the same name. The residence confirmed their mistake in 
sending the wrong report. An MDT meeting was quickly organized and the following 
action taken; to remove the said report from Lee’s file, inform Lee and the police, 
amend clinical notes and provide Lee with the opportunity to lodge an official 
complaint.
Reformulation
In light of this mistake the initial formulation, hypothesizing the risk posed to children 
was low, was reinstated.
Recommendations
The assessment report stated that Lee needs were currently best met within the LD 
service and by his current placement.
1. Critical Evaluation
I leamt a great deal from the process issues experienced during this assessment. I 
think it is vitally important to remain alert and check the information you are provided 
with. Mistakes can be made by all professionals, yet we so often tmst the information 
we are given. If we do not it is our clients who suffer.
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Older People Case Report Summary
Neuropsychological Assessment of a 74 Year Old Man Presenting with
Symptoms of Dementia
Assessment:
Brian Sore, a 74-year old gentleman was referred by the CMHT Consultant 
Psychiatrist for neuropsychological assessment to assess his recent memory 
difficulties. The initial assessment aimed to i) obtain a chronological history of current 
memory difficulties and their impact on both Brian and his wife’s daily life; ii) obtain 
educational and occupational history to gain a qualitative understanding of Brian pre- 
morbid functioning; iii) consider possible genetic and environmental aetiological 
factors; and iv) assess for any functional psychological disorder (depression or 
anxiety) that may be contributing to or explain Brian’s current difficulties.
Formulation:
Preliminary hypothesis based on the initial assessment interview, referral information, 
time of onset, progression of symptoms and current literature included; i) Brian would 
have a neuropsychological profile consistent with Alzheimer’s Disease (AD); ii) Brian 
would have neuropsychological profile consistent with Vascular Dementia (VasD); 
and iii) Brian would have a profile consistent with depression. Neuropsychological 
assessment aimed to test out these hypotheses. A neuropsychological profile was 
developed in order to contribute to a differential diagnosis.
Intervention:
The assessment took place over three, VA-l hour sessions. Pre-morbid functioning 
was estimated using the National Adult Reading Test (NART-II). Current intellectual 
functioning was determined using the Wechsler Adult Intelligence Scale (WAIS-III) 
to determine the extent of cognitive deterioration and provide a base-line for future 
deterioration. Memory was assessed using the Rey Complex Figure Test and 
Recognition Trial (RCFT), subtests jfrom the Wechsler Memory Scale (WMS-III) and 
the Hopkins Verbal Learning Test-Revised (HVLT-R). Brian’s attention, visual
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searching and mental processing speed were assessed using the Trail Making Tests A 
and B, while verbal and semantic fluency was evaluated by the Controlled Oral Word 
Association Test (COWAT).
Presentation:
Brian presented as friendly and sociable. His speech was clear although he would 
pause frequently in conversation, struggling to find words. It was difficult to maintain 
Brian’s motivation. He would become frustrated with his performance and gave up 
easily when he felt he could not complete a task. He forgot instructions for a number 
of tasks and these had to be repeated. Brian displayed rapid forgetting and created his 
own words and story plots when asked to recall presented ones, which he would then 
recollect on delayed recall. He was unable to concentrate for more than 1V2 hours. He 
regularly commented how challenging the tasks were, implying their complexity was 
to blame for his difficulties.
Findings:
Specific deficits and retained strengths in Brian’s cognitive functioning were 
identified. Assessment of Brian’s intellectual functioning highlighted significant 
deterioration in many areas of functioning compared to pre-morbid levels. Deficits 
were beyond what one might expect in normal aging, and in the absence of any 
significant functional mental disorder, these cognitive deficits were considered to 
reflect organic impairment. Neuropsychological features of presentation such as 
Brian’s lack of awareness of the severity of his difficulties, consistent deficits in recall 
and recognitions memory, the observed lack of improvement of his abilities in 
structured and challenging conditions, the severity of his difficulties and his language 
impairments all suggested a cognitive profile consistent with a diagnosis of dementia. 
A number of clinical and neuropsychological features such as the gradual onset and 
deterioration of symptoms, observed rapid forgetting and the presence of proactive 
interference in recall pointed to a diagnosis of AD rather than VasD. Other features 
indicative of AD rather than VasD included Brian’s word finding difficulties, his 
significant difficulty with semantic fluency when compared to verbal fluency and his
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relative improved performance in tasks assessing his executive functioning compared 
to memory functioning.
Recommendations:
A report outlining the results of assessment was written and fed back to Brian and his 
wife. A further session was arranged with Brain and his wife to discuss memory 
strategies and aids. On the basis of these meetings, and in consultation with the 
Consultant Psychiatrist, it was decided that Brain should commence with the drug 
treatment Aricept. This would coincide with regular monitoring of mood and 
medication from a dementia early intervention nurse. Brian was offered the 
opportunity to join an 8-week dementia support group, which he accepted.
Critique:
The aims of the assessment were achieved to the best of my clinical capabilities. A 
comprehensive assessment was carried out using tests widely administered in research 
and clinical practice. A probable diagnosis of AD was given, leading to an appropriate 
treatment and care plan. This included both short and long term, biological and 
psychological interventions. A cognitive baseline was provided and Brian’s strengths 
and weaknesses identified.
With regard tests administered it may have been more helpful to use the WTAR to 
improve the accuracy of estimated pre-morbid ability as this can be directly compared 
with the WAIS-III. Furthermore it would have been useful to administer the Boston 
Naming Test to comprehensively assess Brian’s word finding difficulties.
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Abstract
Introduction: The introduction of the Care Plan Approach (CPA) is part of the 
Government’s plan to improve health and social services. It reflects the recognition 
and importance of a needs-led approach for individuals with severe mental illness.
Objective: To audit and compare the needs of service-users as identified by the Care 
Plan and the Camberwell Assessment of Need (CAN-R), a tool designed to provide a 
comprehensive assessment of the needs of people with severe mental illness.
Setting and Participants: The audit took place in a Rehabilitation and Continuing Care 
Service, within one community hostel. Eight service-users resided there for whom 
staff members identified the needs. Additional information was collected from four 
residents who agreed to be interviewed.
Results: In part, the CAN-R and CPA were in agreement and both identified 5 
significant areas of need. These needs reflected a medical and short-term perspective 
of care. The CAN-R additionally identified a further 10 areas of significant needs that 
the CPA did not recognise as central to the care provided. The fundamental focus of 
these needs reflected the more psychosocial aspects of care required.
Conclusion: It is suggested that the CAN-R could be used to identify the needs 
required in an individual’s CPA. The results suggest that the CAN-R is able to 
recognise a wider breadth of needs than the CPA for service-users in this hostel and 
therefore facilitate a more holistic package of care. Further research is required to 
explain why the CPA is failing to pick up these needs.
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Introduction
National Service Framework
The programme of National Service Frameworks has been developed from the White 
Paper, “Modernising Mental Health Services” and is part of the Government’s plan to 
improve health and social services. It is founded on knowledge-based practice 
utilising those who use and provide services to address the mental health needs, 
treatment and care of adults in the UK (DoH, 1999).
The National Service Framework has set standards in Five areas. Standards Four and 
Five cover effective services for people with severe mental illness and are relevant to 
this investigation. Each standard is based on evidence, and supported by service 
models and examples of good practice (DoH, 1999). Standard Four details that all 
mental health service-users on the Care Programme Approach (CPA) should receive a 
copy of their care-plan, which should be regularly reviewed by their care co-ordinator. 
Standard Five refers to individuals requiring care away from their home. At the point 
of discharge it is detailed that a care plan is agreed upon, which sets out the care and 
rehabilitation to be provided.
Care Programme Approach
Standards Four and Five of the National Service Framework, in part reflect the 
recognition by community mental health care services of the importance of a needs- 
led approach towards individual health care for those with severe mental illness 
(Slade, 1994). In the UK this has been facilitated and encouraged by the introduction 
of the Care Programme Approach (CPA). The CPA has been called the cornerstone of 
the Government’s mental health policy (DoH, 1996). It was introduced in 1991, in 
conjunction with the closure of large mental health hospitals and increasing 
community services for individuals with mental illness. One main element of the CPA 
is to highlight service-users needs, which are drawn up in a care-plan. This ensures 
that different community services are co-ordinated and work together towards an 
individual’s care^.
CPA is more fully described in the Method section
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Benefits of having a CPA include that it:
• Assists in setting and achieving goals
• Encourages the service-user to be involved in their care
• Provides an essential checklist to ensure continuity of care
• Focuses on improving and maintaining health rather than waiting for illness onset
(DoH, 1999)
How Are Needs Defined?
There is increasing recognition that individuals with severe mental illness usually 
have a wide range of clinical and social needs and that meeting these needs is a crucial 
element of the care provided. However, there is continuing confusion and debate
about how such needs should be defined and assessed (Holloway, 1993 and Salvi,
Leese & Slade, 2005). A substantial amount of research has indicated that defining a 
“need” is a subjective concept, and that the judgement of whether a need is present or 
not will, in part, depend on whose viewpoint is being taken (Bradshaw, 1972 & Slade, 
1994). Despite attempts to modernise the CPA, (Shepherd & Singh, 1999) there does 
not appear to be any guidelines indicating how needs should be identified when 
creating an individual’s CPA. Professionals are advised to meet with a service-user to 
collaboratively draw up their care-plan but exactly how to identify an individual’s 
pertinent needs remains unclear (Salvi et al., 2005). Therefore, how can we be 
confident that service users are receiving a broad and inclusive package of care?
A variety of individual needs assessment instruments have been developed by teams 
around the country to aid and develop their care-planning in response to this current 
ambiguity. Unfortunately there has been little consistency in the information collected, 
again signifying the subjectivity involved when defining needs (Slade, Thomicroft, 
Loftus, Phelan and Wykes, 1999). However, one established needs assessment tool 
currently available is the Camberwell Assessment of Need (CAN-R, Slade et al., 
1999)). This has been designed to provide a comprehensive assessment of the needs of
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people with severe mental illness. It covers a wide range of health and social needs 
and, like the CPA, incorporates both the staff and the service-user view^.
’ CAN-R is more fully described in the Method section
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Current Investigation
The author acknowledges how important it is that needs identified in the CPA refiect a 
broad and comprehensive package of care. The tertiary Rehabilitation and Continuing 
Care Service (in which the author was on placement), thought it would be very useful, 
in the first instance, to gain an understanding of the needs identified by the CPA 
within one community-hostel unit. They also wanted service-user satisfaction levels 
regarding the care and support provided by the service. This investigation was 
therefore carried out as a pilot audit in tandem with the service and as a response to a 
need which they had identified.
Aims
This investigation aims to audit and compare the needs of service-users as identified 
by the Care Plan and the Camberwell Assessment of Need (CAN-R).
Exploratory Research Questions
This investigation hoped to answer the following questions:
• Do the CAN-R and CPA identify the same number of needs?
• Do the CAN-R and CPA identify the same type of needs?
• What, if any, patterns emerge from examination of needs identified by the two 
assessments?
Secondary Research Question
• Are service-users satisfied with the care and support provided by the service?
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Method
Setting
The investigation took place within a Rehabilitation and Continuing Care Team, a 
tertiary service for individuals with severe and enduring mental health problems. Data 
was collected directly from service-users living in a community hostel offering 24 
hour staffed support, staff members and case notes.
Participants
Data concerning 8 service-users residing in the hostel was collected. Of these 8, 4 
agreed to complete the CAN-R interview. For all 8 individuals staff members 
completed the staff CAN-R interview highlighting their view of the service-user’s 
need. Needs identified by their existing CPA was collected for all 8 service-users.
Of the 8 participating service-users, 7 were male and 1 was female. The average age 
was 54.7 (range: 43-64). 5 described their ethnicity as White-British, 2 as Caribbean- 
Black-British and 1 Indian-Asian. 5 individuals had a diagnosis of Paranoid- 
Schizophrenia; the 3 remaining service-users were diagnosed with Catatonic- 
Schizophrenia, Persistent-Delusional Disorder and Mixed-Personality Disorder.
Measures 
CAN-R
The CAN-R is a semi-structured interview evaluating whether people with mental 
health problems have difficulties in 22 different areas of life. It assesses what help 
they are receiving for these difficulties (from services and carers), how much help 
they need and their satisfaction with the help given. Opinions regarding an 
individual’s needs are collected from the individual themselves and then separately 
from staff who know them well. Both interviews are given on a 1:1 basis. The results 
can then be collated and a total number of needs as recognised by the service-user and 
staff-member obtained.
Ratings of need are performed on a three-point severity scale (0 = “no problem”, 
indicating no need; 1 = “no or moderate problem because help was given”, indicating 
a met need; 2 = “serious problem”, indicating an unmet need or rated as 9 = “not
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known”). Three summary scores can be calculated from the severity ratings in the 
completed CAN-R: total number of needs (rating 1 or 2), total number of met needs 
(rating 1) and total number of unmet needs (rating 2). Research indicates that the 
CAN-R is a valid and reliable instrument (inter-rater, 0.99 and test-retest reliability, 
0.78) (Phelan, 1995)*.
CPA
The CPA aims to provide a framework for effective mental health-care. It initially 
requires that a professional meets with the service-user and carries out an assessment 
of need, although no specific guidelines illustrating exactly how this should be done is 
currently available. This should be completed in conjunction with the service-user and 
any carers involved. It then requires that a care-plan, addressing a person’s social, 
medical and nursing needs, be drawn up and a copy given to the service-user^. This 
should be regularly reviewed in light of the person’s progress, with agreed changes 
made to the plan as appropriate (MIND, 2005).
Procedure
I visited the hostel and was introduced to each individual separately by the Home- 
Manager. They were informed that I was there to carry out an assessment of their 
needs, involving a 25-minute interview, and invited to participate. The 4 service-users 
that agreed were seen in a quiet upstairs room. Here I provided a fuller explanation 
regarding the interview, e.g. the 22 areas of need assessed, that their responses were to 
be kept confidential etc. If individuals were still happy to continue the interview took 
place.
Staff who knew each of the 8 service-users well, completed the 20-minute staff CAN- 
R interview in the upstairs room. The total number of needs per person, identified by 
both the staff and service-users were then collated. If either staff or service-user rated 
a need as met (1) or unmet (2) it was counted as an identified need. It was important 
for both the staff and service-users (where possible) opinions to be collected as this
Please refer to Appendix 1 for an example o f a CAN-R questionnaire 
 ^Please refer to Appendix 2 for an example CPA
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reflected a similar procedure to the CPA in which both the staff and service-user’ 
(where possible) views are used to draw up the needs highlighted in a care plan.
The audit of the CPA was carried out at the team-base by examining individual case- 
notes and those needs identified by the CPA. Needs from the CPA were identified 
using the same 22 areas of need categorised by the CAN-R. If a category of need, e.g. 
accommodation, was highlighted in the CPA it was counted as one need. One 
additional category was identified by the CPA (“Cultural Factors”).
Ethical Considerations
The study was designated as an audit, therefore ethical approval was not sought. 
However as the service-users were interviewed I was aware this could be an ethically 
ambiguous area. Furthermore, auditing the files of those who had declined to be 
interviewed also presented me with some ethical concern. However, following 
extensive discussions in supervision with placement supervisors and with course 
tutors, the Service and University were happy for this procedure to go ahead 
concluding that its status as an audit of need legitimised the process.
Consequently consent to complete the CAN-R interview was obtained from service- 
users and staff. If individuals chose not to participate in the interview this was 
respected. Participants were informed that interview responses were kept confidential. 
The Trainee was on hand for 30-minutes following the interview to answer any 
questions or debrief if required.
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Results
The total number of identified needs obtained by the CAN-R was calculated. The 
rating used was l= ”met need” and 2=”unmet need”. If either the member of staff or 
the service-user rated a need as met or unmet it was counted as an identified need. 
This reflected the procedure adopted by the CPA, in which needs identified should 
consider both staff and service-users views.
Figure 1 : Total Number of Needs Identified Bv the CAN-R and CPA (n=S)
« 14
OT 1 0 ----
CAN-R CPA
A s s e s s m e n t  o f  N e e d
The CAN-R identified a mean total of 12 needs per person (range=9-16). A mean total 
of 6 needs per person were identified by the CPA (range=4-8). See Figure 1.
The types of needs identified by the two measures were then examined and compared 
graphically. Figure 2 shows these results. The percentage discrepancies between the 
results of the two data collection sources were calculated. These results are shown in 
Table 1.
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Figure 2: Comparison of Type of Needs Identified bv the CAN-R and CPA
CO
■D
□  CAN- R 
® CPA
Type of Need
Table 1: Frequency and Percentage of Type of Needs Identified
Needs CAN-R CPA Discrepancy
Accommodation 8 100% 2 25% 75%
Food 5 62.5% 2 25% 37.5%
Looking-after-the-home 7 87.5% 2 25% 62.5%
Self-care 6 75% 5 62.5% 12.5%
Day-time-activity 7 87.5% 6 75% 12.5%
Physical-health 4 50% 4 50% 0%
Psychotic-symptoms 7 87.5% 5 62.5% 23%
Info-on-condition-and - 4 50% 1 12.5% 37.5%
treatment
Psychological-distress 7 87.5% 6 75% 12.5%
Safety-to-self 3 37.5% 0 0% 37.5%
Safety-to-others 5 62.5% 3 37.5% 25%
Alcohol 2 25% 0 0% 25%
Drugs 0 0% 0 0% 0%
Company 5 62.5% 4 40% 22.5%
Intimate-relationships 5 62.5% 0 0% 62.5%
Sexual-expression 4 50% 0 0% 50%
Child-care 0 0% 0 0% 0%
Basic-education 3 37.5% 0 0% 37.5%
Telephone 0 0% 0 0% 0%
Transport 7 87.5% 2 25% 62.5%
Money 6 75% 1 12.5% 62.5
Benefits 2 25% 1 12.5% 12.5%
Cultural-factors 0 0% 1 12.5% 12.5%
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Examining the data, differences emerge in the importance placed on needs by the two 
assessment tools. Although the 5 highest scoring needs, for example identified by the 
CPA are also considered significant by the CAN-R (see Table 2) the CAN-R also 
identifies several other needs, largely unacknowledged by the CPA (See Table 1).
Table 2: Five Highest Scores Identified bv the CPA and Recognised by the CAN^R
Self-care
Day-time-activity
Physical-health
Psychotic-symptoms
Psychological-distress
Examining the difference between the frequencies of need identified allows us to 
highlight in what areas of need the tools are in agreement and where large 
discrepancies lie. See Table 3 for areas of complete agreement and Table 4 for needs 
the CPA is failing to pick up (as indicated by a discrepancy larger than 50%)
Table 3: Needs Identified Identically bv both CAN-R & CPA
Physical-health
Drugs
Childcare
Telephone
Table 4: Needs Identified bv the CAN-R and not CPA
Accommodation
Looking-after-the-home
Intimate-relationships
Sexual-expression
Transport
Money
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In order to check that these discrepancies arose from a majority of the cases, they were 
looked at individually. Numbers of needs identified by the two systems were different 
in all cases. This is shown in Figure 3 below.
Figure 3: Number o f Needs Identified Per Person by CAN-R and CPA
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Met and Unmet Needs
The CAN-R allows one to distinguish between staff and service-user views and met 
and unmet needs and it would be interesting, in the future to examine these areas if 
sufficient data are collected^®.
Satisfaction
The 4 service-users interviewed generally appear to be satisfied with the care 
provided. Service-users most commonly identified areas of dissatisfaction regarding 
accommodation, psychotic symptoms and information on condition and treatment^ \
Please refer to Appendix 3 for raw data regarding met and unmet need 
Please refer to Appendix 4 for raw data regarding satisfaction o f care provided.
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Discussion
The CAN-R identified twice as many needs per person than did the CPA. Research 
indicates the CAN-R is a valid and reliable tool for assessing the needs of people with 
severe mental illness (Slade et al., 1999). This suggests that the CPA may benefit from 
incorporating some of the elements of the CAN-R.
Investigation of the type of needs identified by each measurement tool indicate the 
CAN-R highlighted 15 areas of need as being central to the care provided while the 
CPA highlighted only 5 important areas of need.
The 5 important areas of need identified by the CPA were also identified as significant 
by the CAN-R. These needs include, self-care, daytime-activity, physical-health, 
psychotic-symptoms and psychological-distress. This suggests that the CPA is 
identifying what may be considered accurate needs of individuals within the service. 
However, it also seems to suggest that the CPA is not able to identify an adequate 
breadth of the needs of service-users. This is demonstrated by the further 10 areas of 
need identified as important by the CAN-R which the CPA did not recognise.
Closer examination of the 5 areas of need identified by the CPA reveal a central 
theme. They all seem to fit into a medical model perspective of care. The focus on 
working with symptoms, physical-health, self-care and day-time-activity suggests 
short-term and surface needs are being recognised.
This central “medical theme” regarding needs is mirrored when examining needs 
identified uniformly by both the CAN-R and CPA. These needs refiect very practical 
and functional support provided by the service, e.g. physical health, drugs, childcare 
and telephone.
Equally, the needs identified as important solely by the CAN-R indicate a 
fundamental focus. Here it is important to note the nature of this service. Individuals 
often have very severe and enduring mental health difficulties and require substantial 
long-term care. This may explain why the nature of these needs reflect a deeper.
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psychosocial and longer-term level of care and support. The needs identified include, 
accommodation, food, looking-after-the-home, information-on-condition and 
treatment, safety-to-others, company, intimate-relationships, sexual-expression, 
transport and money. These needs reflect the more meaningful and emotionally 
responsive aspects of life. However, they also identify the wish for service-users to 
become more independent and rehabilitated, with a view to reengaging with their 
community and world, rather than solely being contained and held by the service.
Areas of need service-users identified as not being met satisfactorily further support 
this. These include accommodation, psychotic-symptoms and information-on- 
condition-and-treatment. This highlights service-users wish to become more 
empowered and in control of their lives.
This audit confirms that the CPA does identify important needs for individuals within 
this service, however the types of needs may reflect a medical model of care. The 
CAN-R also acknowledges the importance of this care being provided but crucially 
acknowledges another sub-group of equally important needs reflecting a more 
psychosocial aspect of care.
This information is crucially important in terms of the CPA’s initial aims. Benefits of 
having a CPA include, “improving and maintaining health rather than waiting for 
illness onset” (DoH, 1999). In order to meet this aim it is vital that longer-term 
rehabilitation needs are recognised in the CPA.
This investigation can only tentatively suggest possible reasons for the CPA’s failure 
to identify more psychosocial needs. These may include: time taken to complete the 
CPA; increasingly demanding staff roles; lack of time to acknowledge needs 
generally; lack of continuous training in administering the CPA and a general focus on 
medical rather than psychosocial needs in this particular environment.
Perhaps the more sensitive nature of the psychosocial needs affect staff and service- 
users ability to discuss them. Either party may feel uncomfortable or unable to create a
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forum in which areas of need like sexual expression or intimate relationships can be 
acknowledged. Further research is needed to provide a full explanation.
As this audit focussed on one community hostel one drawback is that we are unable to 
generalise these findings to the wider context of the service. The participants involved 
were of similar age and the majority male. Future audits would benefit from looking at 
younger service-users, females and other hostels.
Another difficulty encountered was the struggle to get service-users involved in 
identifying their needs. Half the potential sample refused to take part in the interview 
process. This may, in itself, reflect the reality when creating the CPA. Consequently, 
this may also explain why the CPA is failing to recognise psychosocial needs. Is the 
identification of needs staff rather than service-user led?
Implications
This investigation has tentative implications for the service. The findings suggest that 
the CAN-R is able to recognise a wider breadth of needs for service-users and 
therefore facilitate providing a more holistic package of care. However due to the 
small sample size care must be taken when generalising these findings to the wider 
service. Perhaps the CAN-R could be used with service-users to identify needs, which 
then form the basis for their CPA. This may also make it easier for staff and service- 
users to discuss more sensitive topics, e.g. sexual relations, as this forms part of the 
standard CAN-R assessment and would be addressed with everyone.
Conclusion
This audit was limited by the small potential number of cases. Ethical issues also 
became apparent because of the low number of interviewees compared to the case- 
notes being audited. However, useful pilot data was obtained and fed-back to the 
service-team which highlighted the importance of Mental Health Services remaining 
alert to the needs of service-users, and therefore able to provide a broad and 
comprehensive package of care, after due consultation.
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Appendix 1
Example of a CAN-R Questionnaire
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Contents
1 A c c o m m o d a tio n
2 F ood
■ 3 Looking a f te r  th e  h o m e
4 Self-care
5 . D ay tim e  ac tiv itie s
6 Physical h e a lth
7 P sy c h o tic  sy m p to m s
-6 In fo rm ation  o n  c o n d itio n  a n d  tre a tm e n t
9 P sycho log ica l d is tre ss
10 S afe ty  t o  se lf
11 S afe ty  to  o th e rs
12 A lcohol
13 - D ru g s
14 C om pany
15 . In tim ate  re la tio n sh ip s
16 S exual e x p re ss io n /  -- ■
17 C hild  c a re
18 Basic e d u c a tio n
19 Telephone
2 0 T ra n sp o rt
21 M oney
22 Benefits
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2 Food
/ / n 2 t LinC' or lo o d  do  you
Are you 26/e your ovvnmea/j and do
OjN-PJ7
Assessments
User Staff 
sting ratine
D oes the p e r s o n n e
“ "" M=="ii! ■ emnob , I ^  ! i O  I !
Cug to help given 
SerioL’S probiem 
Not known
If ra ted  0 or 9 go to next page
Very rectricted diet, coltoraüy inappropriate food
cWi'f pA^ ' V,<vAd Ui^  b zjtOr
Am- i cLki^ C, , -^ 'sU .
Rating M eaning
0 ■
1 Low help
2 Moderate he!
3 High help
9 Not known
Example
tt^'C22U CAN022S
M eal provided weekly or less 
Meal provided daily
^^ting M eaning
CAN023U CAN023S i
m rn i
CAN024U CW024S
r fr ''i r 'i
l i
None 
Low help 
Moderate help- 
High help 
Not known
Exam ole
provided, or assisted for one meal a day 
More tnan 4 meals a week provided, or assisted for all meals ' 
/“.II rrissfs.p'O'v/sosÿ
type of kelp with2ttfng enough to eat?
• 0 = N o ; 1 =Ves; 9  =  N o tk n o v /n ;
Ca.N025U C-4Ç23S
fol  O
f T -
(0=Notsatisfied; 1 =SarisSed; 9=N ot known }
I i
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CAN-R/B
3 booking after the howi
Meaninrr ' f
N o /m o d e r a te  p -o b )em
Bue to help given 
Serious problem 
Not known
A C 2 f Î ! :^ to " e ,
Example
U |,.b /e  to  look after h o m e an d  has regular donnestic
’^P3ge
Meaning 
None 
Low help 
/Moderate help 
High help
Not known i i i s i s s . ™
Assessments
-  S t a f f  
2î2£_ifu^
OW03i ; .
i ^ j f T i
:  V
S i
i I
zrwces .rib bcaf
ow  much h e l p  does fbo
- c .  With oca,
M eaning 
None 
Lo w  help 
M oderate help 
High help 
Not known '
■A om p tin gb ysta ff
H g after the hom eT °' kai'p with
Of h e lp
•î.’srjô'S' 1 . .  * w. »
p ^ 0 2 3 U CA.M033S
®
N^034U CANG34S
CN\033U CMw355
Satisfied ; S =  N o t k n o w n !
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4 Self-care
' C A N - R J S
D o yo u  hays problem s kssp in g  dean  and  tidv? 
Do yo u  ever n e e d  reminding? W ho by?
Does th e  p e rso n  have difficulty with self-care?
Rating M eaning  Example
No problem
No/moderate problem 
due to help given 
Serious problem 
Not known
Appearance may be eccenfic or untidy, but basically 
Needs and gets help with self-care
Assessments
Use,' Staff 
rating rating
CAN041U O.N041S ^
folfF '
Po o r  personal hygiene, smells
If ra ted  0 or 9 g o  to next page
H ow m uch  help does th e  person receive from friends 
or relatives with the ir  self-care?
Ratine
CAN042Ü CW042SI
n  n
M e a n in g
0 None
f Low help
2 M oderate help
2 High help
9 Not known
Example
Occasionally prompt the person to change their clothes 
Run the bath/shower and insist or, its use, daily prompting 
.Provide daily assistance with several aspects of care
f  H q v /  m uch help  does  the person rece/ve  from local 
services with the ir  self-care?
How  m uch  help  does the  person n eed  from local 
services with the ir  self-care?
Example
CAN042U CW 043S
GXN044U CAN044S
1 Rating M eaning
1 à None
1 1 Low helo
1 2 .Moderate ;
1 ' High help
Not known
Occasional prompting 
Supervise weekiy vyashing
Supervise several aspects of self-care, self-care skills 
p,-ogra,mme
r
Does the  pe rson  receive the  right type of  help w i th -  
self-care?
( 0=.No; 1 = Yes; S = Not known j
j Overall, is the  p e rso n  satisfied with the a m o u n t  of help 
! tney  a re  receiving with sefhcare?
• ( 0 = Not satisfied; i ^Satisfied; S= N ot known )
CAN043U CAK'045S
CA.N046L'
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CAN -R /-,0  
C
D oes  thi
0 '   ~£_
No proS/e,
SSDOUS problem
/ Not known
9 go \
Example
“ ° ° “ ''^ ’' " " ' " “ « » f d . . c . „ , „
Assessm ents -
User.. Staff
rating rating
OWOSTj CANOsÎs~N| 5
zl fl)/ ■ 5 '
,5ï2S“ cvtojts j
[o ; I
High help 
Not known
Meanlnc
Example
3^ 3 #
? Meaning
None   Example
Low help ___________
activities?
' “ Notknow,-,; ■• - - ■
*■ I ' i ?  s% ?  .ï« s"
, ^-iVo; l-nr',.- t. m
l!
; Î
i t
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6 Physical health
fo.' W'l'p.Tb: 
r w u t u  LW ikvCi cj
\ J  fWv-c .
ON-pjn
r
'Hovj w ell do y o u  feel physically^
/.re you gettmg any treatment/or p6y,,C2/pro6/em; from your doctor?
" " a b i l i ty  o r  any
physical illness?
Rating M eaning
C No problem
j  ' No/moderate problem
due to help given 
2 Serious problem
9 Not known
If ra ted  0 or 9 go to next page
example
P h y sic siiy w efl ~    — --------------
?h)e;lcal ailment, such as high blood pressure, rec-M n. 
appropriate treatment ^
Untreated physical ailmenp including side-efr'ects
jâ lS id r,
Assessments
User Staff
rating rating
ttWOôl U , CAjNOé'S
(  H ow  m uch help  does  th e  person receive from friends
or relatives for physical health p roblem s? 0 ( 7 ^ 1
( O j  i L/ j
Rating M eaning
0 ■ 1 
2 
3 
9
None 
Low help 
M oderate he 
High help 
Not known
Example
Prompting to go to doctor 
Accompanied to doctor
Daily help with going to the toilet, eating or mobility
H ow  much help  does  th e  person  rece/ve from local 
services for physical health  problem s?
H ow  much help  does th e  person n e e d  from local 
services to r  physical hea lth  problems?
Rating M eaning
I
Examole
None 
Low help 
Moderate help 
High help.
Not known
Given dieta.w or family planning advice 
Prescribed medication. Regularly seen by CP/nurse 
rrequent nospita! apoointmen^. Alterations to home
r
, pe rson  receive th e  right type of  h elp  for "
j physical p rob lem s?
I ( 0=  No) I =  Yes; 9 = Not kno wn )
I
I Overai!  is the  person  satisfied with the a m o u n t  of help  
I ne  or  S:,e is receiving for physical p rob lem s?
I  ( 0=Notsatisfied; i ^Satisfied; 9=N ot known )
CAN063!J
fP l ' CAN063Si T ]
CAN064U CAN064S
® iT
CANoesu
(Ô
CAN06SU
ol
C'.NOSiS I
t
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tlAN-R/'j2
^ Psychotic  s y m p to m s
Ratine
M eaning 
No problem
'Assessments
-  Staff
CA.NC715
Example
N o /m o d e r a te  DrofalPrr,
:  ■ tZ Z E T  '
Notknown
\n5ÎUL Loiïv^
- '* Meaning
N o n e  
L o w  help
Nfoderace help ^ ° '^ '  ^ p a t h y  and support
^ed ica tio n  c o m p fe o S '" ' strategies or
H e s t  lo c a l
Meanm<r
example
CAN072S
[ O j
9 ^  CAN073S
l ^ i i l
Î h e lp
# S = % %-'=uonarxl24.hournasp^ ,^ ,^^
CAN074S
i J i f T i . I
"S s c a r e  a t h o m e
"OSpic
'tic sym p to r^^^
■^S;3=Nctknovm)
I
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.8 intorrnaiion on condition and treatmont
CA.N-PJ13
Has the  p e r s o n .h a d  d e a r  verbal or v/ritten informatio! 
ab o u t  condition an d  trea tm ent?
Example
•Has received and understood adequate information 
Has not received or understood all infor.mation
Has received no information
If ra ted  0 or 9 go to next p sg e
Rating M eaning
1
No problem 
No/moderate proble
due to help given
.2 Serious tJroblem
9 Not known
r
H ow  m uch help does th e  person receive from friends 
or relatives ;n ob ta in ing  such information?
Ratine Meanins Examole
0 ■ None
1 Lowheio
2 M oderate help
3 High help
9 Not known
Has had some advice from friends or relatives 
Given leafietVfactsheets or put in touch with self-heio 
groups by friends or relatives ' '
Regular liaison wiph doctors or groups such as MIND, bv 
friends or relatives ' '
How m uch help does th e  person receive  frorn local 
services in ob ta in ing  such information?
How much help does  th e  person n e e d  from local 
services in obta in ing  such information?
Rating M eaning
P None
'I Low help
2 Moderate help
I 3  High help
V 9______  .Not known
example
Assessments
User 
ratins
Staff
rating
^NOSIU CA,NX)6-iS )
fT lm ’
^ N Q 8 2 U  CAN0S2S I
I ®  I
CAN0S3U
!o^ I
CAN022S}
'Til
CAN0S4LI
(Tj
CAN034S
Ï1
Srie, veroal or wrhien information on ilinesî/proble.m/treapment 
Give,n details of self-help groups. Long verbal information 
sessions on drugs and alternative feapme.nts.
Has been given detailed written infcrmadon or has had 
specific personal education;
J
Does the  person  receive th e  right type of help  in 
ob ta in ing  inform ation? ' '
( 0.=No; 1 =  Yes; 9 = Not known j
Overall,  is the person  satisfied with the a m o u n t  of help 
he or she is receiving in obta in ing information?
( O=i\lot satisfied; i =  Satisfied; 9= N ot knov.-n )
CANOSSd
TJ
-A.N085S
0
• J
I I
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ON-R/u
9 Psychological distress
Assessments
I 9
-Meaning 
N'O p r o b lem  
N o /m o d e .'flte  p.-obl. 
f lu e  ro h e lp  g,Ven
^ sr io u s  p r o b le m
Not known
Exemple
"==ds and g« ongoing
User Staff
rating rating
CANOsil,
OMQS1S
( T ' l f7~~)
I %%%%»=:===%
'' _ M e ^
N o n e
Some sympathy or support
; op p o rtu n ity  at Nasr ui 
m end or r e k th ;  »=% about distress to
(:°^ "[:upportandsuperv«;on
CAN03,3
( O j f o j
M o d e r a te  h e lp
"''go h e lp  
Not known
se.-vices for this d ig f^ e s s r  ^ocal
How m uch  help  d o es  thp .
^'■«•ces for this  d i s f r ^ s l  ^ 'o ca ,
Example
'^gn nelp
kncve-n
i^2!2Eiy CW0S3S
CAN0S45
( 2 - j U
P 7 .Y e ,;9 .N 6 tk n o w n )
2£2!^ -' C4N0o;5
to Ho
i :
5 . ,
I i
m
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10 Safety to self
CA.N-PJ15
Do you  ever have thoughts o f  harming yourself, or a üuallyharm  yourself? 
D o you  p u t yourself in danger in other ways ?
Assessments
User Staff 
rating rating
I Is the  pe rson  a  dange r  to him- or herself?
ExampleRating M eaning
0 No problem
1 No/moderate problei
due to help given
2 Serious problem
9 Not known
CAM 01U CAM 015
If ra ted  0 or 9 go to next page
No suicidal thoughts
Suicide risk monitored by staff, receiving counselling 
Distress affects life significant!-/, such as oreventinc person
How m uch help does th e  person receive from friends or gxmocs
relatives to reduce the risk of self-harm? f  1
ExamoleRatin M eaning
Low help 
Moderate help
High help
Not known
Able to contact friends or relatives i f  feeling unsafe 
rriends or relatives are usually in- contact and are likely to 
know if feeling unsafe
rriends or relatives in regular contact and are very likely 
to know and provide help if feeling unsafe
How much help  does th e  person receive  from local 
services to r e d u c e  the  risk of self-harm?
CAN1G3U CaN'103S
How much help  does the  person n e e d  from local services wioau canio^
to reduce  th e  risk of self-harm?
Rating M eaning Example
None 
Low help 
Modsrîf? r
High help 
Not known
Someone to cxsntact when feeling unsafe
Staff check at least once a week, regular supportive
counselling
Daily supervision, in-patient care
Does the person  receive the  right type of help 
to reduce the  risk of self-harm?
(0=N o; 'i =Yes; 9=Notknow/,-;)'
Overall, is th e  p e rso n  satisfied with th e  am o u n t  of 
help they are  receiv ing to reduce th e  risk of self-harm?
{0=Not satisfied; 1=Sctisfigd; g=Notkrio\v.- )
LA N lQ iu  La.iV: 05 J
0
0 1
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11 Safety fo others
./T
■tVf Assessments
User- Staff
=-p. ■ l o i f d jN o  p ro b le m  '
No/moderate probiem
due to help given 
Serious probiem 
Not known R e c e n t  violence or threats
E S z ' 5  “• = .: '% g r C A ^ U  CWU2S
M eaning 
None 
Low help
Moderate help 
High help
Not known
Example
# 5 = 5 - B
CANlijs
o w  much h e l p  d o p s  f n o  r.  /
-duce the risk that he
 M eaning I
CWiUS
Example
Low h el
M oderate helo
:^':%;l.Sadsfied;3.N,t known,
College Oi fdyckktrists. 19 9 ? ta;-
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CAN-RJ17
2 Alcohol
D oss drinking cause you  any problem s ?
D o you  wish you  cou ld  cut dow n your drinking?
Does the  p e rso n  drink excessively, or have a p rob lem '
controlling his o r  her drinking?
R a tin g M e a n in g Examole
0 No problem
1 No/moderate problem 
due to  help given
2  Serious problem
9 Not known
N o  p ro b le m  w ith  c o n tro lle d  d r in k in g  
U n d e r  su p e rv is io n  b e c a u s e  o f  p o te n t ia l  risk
C u r re n td r in k in g  h a rm fu l o r  u n c o n tro l la b le
[f ra ted  0 or 9 go  fo next page
How much help  does th e  person receive from  friends 
or relatives for  the ir  drinking?
Rating M eaning
0 None
T Low help
2 M oderate help
3 High help
9 Not known
E x am p le
Told to cut down
A dvised  a b o u t  A lcoho lics  A n o n y m o u s  
D a ilv  m o n ito r in g  o f  a lc o h o l
How much, help  does th e  person receive  f rom  local 
services for this  drinking?
How much help  does  th e  person n eed  from  local
Assessments
U ser ■ S taff, 
rating rating
CAN121U CAN131S
O  ! f'O I
CANÎ22U CAN122S
CAN123U CA.M23S
CAN! 24 U CAN124S
services for this drinking?
R a tin g M e a n in g E x a m p le
0 N o n e
1 L ow  h e lp T old  a b o u t  risks
2 M o d e r a te  h e lo G iv e n  d e ta ils  o f  h e lp in g  a g e n c ie s
3 H igh h e lp A tte n d s  a lc o h o l c linic, s u p e rv is e d  w i th d r a w a l  p ro g ra m m e
9 N o ik n o v m
Does the p e rso n  receive the  right type of he lp  for 
this drinking?
CAN-,23'J CAN" 233
( 0 = N o ;  3 = V e s ;9  =  N o tk n o 'w n ;
Overall, is th e  pe rson  satisfied with the  a m o u n t  of help 
he or she is receiv ing for this drinking?
{C=Not satisfied; 1 «Satisfied; 9 = Not knov/n ) J
t-
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AN-R/W
3 Drugs
Assessments
U ser Staff
rating rating
Rating M eaning
C*^31U cÂÂüfT^
Examole
I ^ 1^0 p r o o ie m  ,sj_ •-------- —- __________ ioirr
!. due to help given
I ^  Serious problem
Not known
I f n te d  0 or 9 go  to  next page
CMoaau CAN122S )
^^ating M eanins
j 9 None
j ’ Low help
I -  M oderate help
I '  High help
j 9 Not known
Example
Occasional advice or support
n
from f o c a " s e r v k : ^ ' r  does th e  p e rso n  neecf
CAN133U CAN'32S^i
^°d n g  M eaning
j L) None
' 1 Low help
^ M oderatê help
^  High help •
'  Not known
Example
Advice frorn C?
D rug d e p e n d e n c y  clinic
Supervised wrthdrawalprogramm. in-patientcar.
; 0= N o, ■) «Yes; 9= Not known ;
O.Nots,dsRed;1.52dsfied;S.Notkno.wn)
CAN-Î33U CW:3SS
Can-33
1' i
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4 Company
CA.N-R/19
A 'e you  happy with your social life ?
D o vou wish vou had  m ors contact with others?
Assessments
Staff 
rating
User
rating
Does th e  person  need help vdth social contact?
Rating Meaning Example
0 No problem Able to organise enough social contact, has enough rriends
1 No/moderate problem Attends appropriate drop-in or day centre
due to help given
2 Serious problem Frequently feels lonely and isolated
9 Not known
If ra ted  0 or 9 go to next page
CAN’K IU  CAN141S
How  m uch help with social con tac t does the person  
receive from friends or relatives?
R ating . M e a n in g Example
Low help 
Moderate help 
High help 
Not known
Social contact less than weekly 
Social contact weekiy or more often 
Social contact at least four times a week
CAN142U CAK142S
10 I'O I
How m uch  help does th e  person  receive  from local 
services in organising social contact?
H ow  m uch help does the  person  n eed  from local 
services in organising social contact?
Rating M eaning Example
Low help 
Moderate help 
High help 
Not known
Given advice about social dubs
Day centre or community group up to 3 times a '
Attends day centre 4 or more times a week
CAN143U Cais'143S |
Tj
CAM 44 u  CAN144S
3  I
k J
.
r  Does the  person  receive th e  right type of help in .- cn^ s-
organising social contact?
(0=N o; 1=Ves; 9 =  Not known) '■ ^
Overall, is the  person satisfied with the a m o u n t  of help 
he or  she is receiving in organising social contact? ! Q  I
(0 = Not satisfied; 1 «Satisfied; 9=N ot known) : i
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CAM -R/20
15 Intimate relationships
D o you have a partner?
Do you have  problem s in your partnership/marriage?
j Rating M eaning Examole
Assessmen-îs
U se r- Staff ' 
ratirig rating
CAN131U CAM 315 )'
iOjfT
I ® No problem
1 No/moderate problem
due to help given 
j -  Serious problem
I -  Not known
oat'sraaory relationship or happy not haying partner 
Receiving couple therapy which is h e lp fu l  /
Domestic violence, wants partner
If ra ted  0 or 9  go  to next page
Rating
51
M eaning
Low help 
M oderate help 
High-help 
Not known
Example
Some emotional support
Several talks, regular support
intensive talks and support in coping with feeling
t?ting M eaning 
None 
Low help 
M oderate helo 
High help 
Not known
Example 
A few talks
Several talks, regular therapy 
Couple therapy social skills training
o e s  the person receive the right type of help with 
rm m g and m am taining close relationships?.
:No, i=Yes; S « N o tk n o w n )
'erall, is the person satisfied with the am ount of
Ter:iZ:h%;r'"^ '^
« tisfed ; T «Satisfied; 5 = Not known )
CAN153U CAJSH3SS
C^OllPPP HT rT\//-r>ôfr
:  I
:  I
:  i
i
^ j M
1 1 I I
i
:  i ‘ i
r  !
r l l I I  '
:  g  1
■ i - i ! 1 ■;
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16 Sexual expression
H ow  is your sex life?
CA.N-PJ21
Assessments
User Staff 
rating
Does the  p e rso n  have problem s with his or her sex life?
Rating M e a n in g Exarnpie
CAM 61U CAN151S
iOjiO
0 No problem
1 No/moderate problem 
due to help given
2 Serious problem
9 Not known
Happy with current sex life 
Benefiting from sexual therapy
Serious sexual difficulty, such as imootence
If ra ted  0 or 9 go  to next page
H ow much he lp  with problem s in his or her does the 
person  receive from friends or relatives sex life?
C/J-M62U CAN162S
Meaning E x am p le
None 
Low help 
M oderate help
High help 
Not known_____
Some advice
Several talks, information material, providing 
contraceptives, etc
Establish contact with counselling centres and possibly 
accompanying the pe,-son in going there. Consistent 
accessibility to talk about the problem.
CA.N163U CAN162SHow much he lp  with problem s in his or  her  sex life does 
th e  person rece ive  from local services? | j j {
H ow  much help  with problem s in his or her  sex life does ca^  
the  person n e e d  from local services?
R a t io ?  M e a n in g  e x a m p le
Moderate help 
High help 
Not known
Given information about contraception, safe sex, drug- 
induced impotence 
Regular talks about sex 
Sexual thierapy
Does the  p e rso n  receive the right type of help 
for p rob lem s in his or her sex life?
( 0=N o; 1 «Yes; 9 = Not known ;
Overall,  is th e  person  satisfied with th e  a m o u n t  of help 
he or  she is receiving for problem s in his or her  sex life?
( 0 = Notsatisfied; T =  Satisfied; 9 «N ot known )
CAN16SU CAM 653
3
I
%
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CAN-R/22
1 7  Child  ca re
Assessments
, U s e r  S ta f f
'■2tin? ratine
Raiing
I 0 M eaningN o  proo iem
N'o/moderate problem
a u s  to help g/ven 
o Serious problem
'  'Not known
Exam ple
”* TOivingtelp
Serious oifriculty looking after children
I d j i d )
None 
Low help 
M oderate help 
High help 
Not known Children living with friena's o r  relatives
e person T eV e'Ïom tca! strvicesf
' % n  neeS r : t  T a i " '^ T s T '"
Low help 
M oderate help 
High help 
Not kno'.vn
.JSriM; 1 -Satisfied; S.Not known,
-^ N 1 7 3 ü  CAM 733
^ N M 7 < u  CAM 743
Attending day nursery .
Help with parenting Skills 
Children in foster home, or in care
C A M 75U
/ / rated0 or 9^0 to ne%tpa^ e
person r jL w frZ % ,T d % p " p % 2 lf g^ïlZiU CAN1725
^l^anmg
Example
? -
SRRP: A Comparison o f Needs Identified by the CAN-R & CPA 138
18 Basic lücaiion
D o yo u  have difficulty in reading writing or understanding English ? 
Can vou count your change in a shod?
Does the  person lack basic'skills in numeracy and literacy?
Rating Meaning Examole
N'o problem 
No/moderate problem 
due to help given 
Serious problem 
Not known
Able to read, write and understand English rorrns 
Difficulty with reading and has'help from relatives
Difficulty with basic skills; lack of English fluency
If ra ted  0 or 9 go to next page
r.H ow m uch help with num eracy  and literacy d oes  thf 
p e rson  receive from friends or relatives?
Rating M eaning
0 None
1 Low help
2 Moderate helo
3 High help
9 Not known
Examole
Occasional help to read or write forms 
Has put them  in touch with literacy dasses 
Teaches the person to read
CA.N-R/23
Assessments
User Staff
rating rating
CAN'iSIU CA.N1 S 'S
o l i o
'CAN182U CAN1S2S
H ow m uch help with num eracy  and literacy does  the  
person  receive  from local services?
Hov/ m uch  help with num eracy  and literacy d o es  the  
person  n e e d  from local services?
M eaning Examole
None 
Low help 
Moderate help 
High heip 
‘ Not known
Help'filiing in forms 
Given advice about dasses 
Attending adult education
CAN163U
CAN184U CAN1C4S
Does the  person-rece ive  th e  right type of help with-- 
num eracy  and  literacy?
(0= N o; 'i=Yas;S = Not known)
Overall,  is th e  person satisfied with the  a m o u n t  of help 
he or she is receiving with num eracy  and  literacy?
(0=Notsatisfied: 1 «Satisfied; 9«N ot known )
CANiaSL! CAN1SSS
CAN135IJ
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. G ^N -R /24  .
19 T elephone
D o you  kn o w  h o w  to use  a te lephone?  
IS n  easy to find  one that yo u  can use? Assessments
Staff 
■ating
Use;
ratin:
I Rating
! 5
Meaning
No problem
No/moderate probl- 
due CO help given 
Serious problem 
Not known
Example
Cant 91 u Canisis 'j
jol iTl
H as to  r e q u e s t  use o ; te le p h o n e
No access to telephone or unable to use telephone
If ra ted  0 or 9 go to next p age
T T C t o  m T T e le p Îo n e 'c T T '''"  7=1
Meaning
Lowheio
M oderate help 
High help 
Not known
Bepveen monthly and daily 
Help available whenever wanted
-ow  m uch help does  th e  p e rso n  n eed  from /oca/ 
■ei-vîces to matce te le p h o n e  ca//s?
Ca M ° 3 U CAN193S )
CAN194U CAN194S
Meaning
None 
Low help 
Moderate helo 
High help- 
Not known
Example
Access to telephone upon request
'rov ided  with phonecard
Arranges to have telephone fitted In home
J
No;-! «Y es'9= N ot known) " "
vO'. sausried; ; =Satisned; 9 « N ot known )
CAN-195U
o-y^lakg^olPsydi&is, 7SS9. Thispagem„b,o,^!vm-,i.d,M.
J
!  I
; I
I - I  i
r i H
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CAN-RJ25
20 Transport
H ow  do you  find  using the bus, tube or vain ? 
Do vou g e t 2 free bus pass?
Assessments
User
rating
■ Staff 
rating
Does the person have any problem s using public transport?
CAN201U CAN2015
U N O
R atin
0
M e a n in g Example
N o  p ro b le m  
N o /m o d e r a te  p ro b le  
d u e  to  h e lp  g iv en  
S e r io u s  p ro b le m  
N o t  k n o w n
A ble  to  u se  p u b l ic  t ra n s p o r t ,  o r  h as  ac c e s s  t o  c a r  
S u s  p ass  o r  o th e r  h e lp  p ro v id e d  w ith  t r a n s p o r t
U n a b le  to  u s e  p u b l ic  tr a n s p o r t
If rated 0 or 9 go  to next page
How m uch  help  with travelling does th e  person receive 
from friends or relatives?
Rating M e a n in g E x am p le
L o w  h e lp  
M o d e r a te  h e lp  
H ig h  h e lp  
N o t k n o v /n
E n c o u ra g e m e n t to  travel
O f te n  a c c o m p a n ie s  o n  p u b l ic t r a n s p o r t
P ro v id es tr a n s p o r t  to  all a p p o in tm e n ts
CAN202U CAN202S
i O
How m uch  help does th e  person receive  from local 
services with travelling?
How m uch help does the  person n eed  from  local 
services with travelling?
M e a n in g E x a m o le  '
N o n e  
L o w  h e lp  
M o d e r a te  h e lp  
H ig h  h e lp  
N o t  k n o w n
P rov ision  07 b u s  p ass  
Taxi c a rd
T ra n s o o r tto  a p p o in tm e n ts  b y  a m b u la n c e
Does the  person  receive the  right type of help with-- 
travelling?
( 0 = N o ;  i= V e s ; 9 « N o t k n o w n )
Overall, is the  pe rson  satisfied with the  am o u n t  of help 
he or she  is receiving with travelling?
( 0= N o ts a t is f ie d ;  I « S a tis f ie d ; 9 « N o t k n o w n )
CAN203U CAN203S
II I
CAN204U CAN7045
il
CAN203U CAW203S
> 1  I  i
10
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CA.N-R/25
21 Money
H ow  do y o u  find  budgeting your  m oney? 
Do you m anage to  pay your bills?
Assessments
u s e r
rating
b ta î r
rating
D oes the pe rson  have profaiems budgeting his o r  her 
m oney?
M e a n in g Example
CAN’in U  GAN2nS
0 1 : 0
No problem. 
No/mode.-ate problem 
due to  help given 
Serious problem 
Not known
Abie to buy essential items and pay bills 
Benefits from help with budgeting
Qrten has no money for essential items or bills
go VJd
f f  rated 0 or 9 go to next p age  ojCüT
J
H o w  m uch help does  th e  pe rson  receive from  friends or  cwgzu 
relatives in m anag ing  his or h e r  money? i j [
M eaning Examole
None 
Low help 
M oderate help 
.High help 
Not kinown
Occasional help sorting out household bills 
Calculating weekly budget 
Complete co.ntro! of finance
H o w  m uch help  does th e  p e rso n  receive  from  local 
services in m anag ing  his or  her  money?
n o w  much help  does th e  pe rson  n e e d  from local 
iervices in m anag ing  his or her  money?
• CAN'2i;y CAj-aies
CAN214U CAN2-4S
a t i n g  M e a n in g Example
.None 
Lov/ help 
M oderate help 
.High .help.
Not known
Occasional help with budgeting
Supe.'vised in paying rent, given weekly spending m.oney 
Daily handouts of cash
*oes the  p e rso n  receive th e  right type of help in 
la nag ing  his or her  m oney?.
CAN2'i5U CAN2-I5S
= N o; 1 = Yes; 9 = Not known J
vera ll ,  is th e  person  satisfied  with the a m o u n t  of help 
- o r  she  is receiving in m anag ing  his or her m oney?
'N o t  satisfied';..1 «Satisfied; 9«.Not known )
~ . 
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22  Benefits
A 'e you. sure that you are getting ail the m oney you are entitled to ? Assessments
U ser Staff 
rating rating
is the  person defin ite ly  receiving a!! the  beneTiis tha i  
he or she is ent i t led  to?
CA N 22'U  CAK221S
I
Rating M eaning Example
0 No problem
1 No/moderate problem 
due to help given
2  Serious problem
9 Not known
Receiving full entitlement of benefits 
Receives aoprooriate heip in claiming benefits
Not sure/not receiving full entitlement of benefits
If rated 0 o r 9  the assessment is complete
How much help does  the  person receive from friends 
or  relatives in o b ta in in g  the  tuil bene ti t  entitlemeoL?
CAN222U CAN2223
l OJ i O
Meaning Example
Low help 
M oderate help 
High help 
Not known
Occasionally asks whether person is getting any money
Has helped fill in forms
Has rhade enquiries about full entitlement
How much help does th e  person receive  f rom local .
services in o b ta in in g  th e  full benefit e n t i t l e m e n t ^  ^  \0
H ow  much help does  the  person n eed  from local
CAN223U CAN223S |
S i
CAN224U CAN2243
services in o b ta in in g  th e  full benefit en t i t lem en t? J  U 3
Rating M eaning E x a m p le
0 None
1 Low help
? M oderate help
I 3 High help 
Not knovm
Occasional advice about entitiem.ents 
Heip with applyingfor extra entitlements 
Comprehensive evaluation of current entitlement
Does the  pe rson  receive the  right type of help  in __
obtain ing, th e  full b en e f i t  entit lement?
{ 0 = No; 1 =Yes; S= Not knovm f
Overall, is th e  person  satisfied with the  a m o u n t  of help 
he or she is receiveng in obtaining the  full benef i t  
e n t i t l e m e n t?
CAN223U CAN225S
® S j‘
CAN226U
T ' i
(0=Notsatisfied; 1 «Satisfied: 9 «N otknow n ) J
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Appendix 2
Example of a CPA
SRRP: A Comparison o f Needs Identified by the CAN-R & CPA \ 4 4
SW London - Enhanced Care Program
Page ] o f 3
address;
forenam e(s):
e th n ic ity :
WHITE - 
BRITISH
SoiiîhTAfestl^onanclSL'Gecigÿs
MertatHealihNHsitMi
gender:M
la n g u a g e :
te le p h o n e :
date  of birth:
n h s  n u m b e r :  '
e n h a n c e d  h e a l t h  a n d  s o c i a l  c a r e  p l a n
C M H T /con su ltan t: Merton R ehab/,
t e le p h o n e  n o; ,
d ia g n o s is  1 : 
d ia g n o s is  2 :
nam e of GP: 
address of practice:
carer:
c o n ta c t  d e ta ils :
HoNQS score*:
risk history, relapse and risk 
m anagem ent plan:
category: 
mental health
medication
mental health
section
117:
other
section:
a lm s  a n d  o b je c t iv e s :
To a sse ss  and monitor 
mental state.
To ensure- s  compliance 
With IS prescribed medication.
To m inim ise/prevent 
verbal/physical aggression 
towards staff, clients or 
property.
telephone no:
social services no*;
Q  supervision 
register: 
current 
medication: Risperidone Contr 2 Citalopram lOmg,
in te r v e n t io n :
All s ta ff  to engage w ith in 
conversa tions to build up 
tru s ting  relationship .
Staff to spend time with i 
so that he can express his
staff to  adm in iste r m edication, 
and d ep o t injection.
I f  refuses, leave him, and 
re-approach him and re-offer 
his depot inJortion.
Explain to ■ the benefit of
his depot to his well being 
Inform the MOT team (Dr
■« u i  "hh-complianceIf he w ishes to talk to y, if 
he refuses his medication + 
depot.
Monitor & record any side 
effects - liaise with medical 
team. If continues to refuse 
may need to be given under 
restraint as per Trust Policy.
1:1 chat with staff on a daily 
basis.
Staff to encourage /  to 
socialise.
by whom:
n t t p . / /1 9 2 . I 6 8 .3 2 .2 0 /e c n p /n r in f /« n k ,c
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S\V London - Enlianced Care Program Pace 2 of 3
K m
surname; forename(s): gender;
M
date of birth:
alias: ethnicity:
WHITE - 
BRITISH
language; nhs number:
address: postcode: ' telephone:
physical health To encourage adequate food 
and fluid Intake.
Staff to prompt / t o  have 
his m eals and drm* adequately. 
To offer G choice of food 
and drink supplem ents  
i.e.juice, fruits and beverage 
drinks. r
mental health To minimise violence & 
aggression  towards staff, 
clients or property.
Staff should not show  their 
frustration when ' / behaves
Ina-— -priately.
If C. is hostile, staff should 
approach to have time out In 
his room or go out for a walk.
. If he becom es verbally 
aggressive or threatening 
violence, provide 1:1 chat, use 
C&R if necessary.
mental health To reduce incidents when < 
shouts as a result of feeling 
unwanted.
Monitor and record incidents of 
behaviour and consequences of 
beh'aviou".
Counsel l : , make him aware
of his behaviour and its effects  
on staff and patients. 
Administer PRN - rapid 
tranquillzatlon in accordance 
with Trust Policy, use C&R 
when necessary.
professionals Involved in care:
C . (Team Secretary)
:n (CPN) 
isicCPN)
(Occupational Therapist) 
'-PN) ,
Psychologist)
'••PN)
. ..............  (Psychiatrist)
Î) (Social Worker) '
C (Team Secretary)
(CPN)
 ^ . (Care Team Member)
 -------. . . . . .  . . . .— (SHO)
CPN)
present at planning meeting :
httn;//l 92.168.32.20/ecpa/print/enhanced.asp?userid-5457 04/03/2005
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Appendix 3
Raw Data: Met and Unmet Needs
SRRP; A Comparison o f Needs Identified by the CAN-R & CPA \ 4 7
Unmet and Met Needs Identified by Staff and Service-User
•a«
co2
(/)■oo>o>
o>.a
E
3z
c
S
9 
8 
7
0 -----
5 ------
4 
3 
2
1 4
C A N - R  N o .
o f  M e t  
N e e d s  S / U
C A N - R  N o . 
o f  U n m e t  
N e e d s  S / U
C A N - R  N o .
o f  M e t  
N e e d s  S t a f f
C A N - R  N o . 
o f  U n m e t  
N e e d s  S t a f f
C P A  N e e d s
D e s c r ip t io n  o f  N e e d
Frequencies of Met and Unmet Needs as Identified by Service-User and Staff
Needs Met/Staff Met/S/U Unmet/Staff Unmet/S/U CPA
Accommodation 4 100% 4 100% 0 0 1 25%
Food 2 50% 3 75% 0 0 1 25%
Looking after the home 2 50% 3 75% 0 0 1 25%
Self-care 2 50% 0 1 25% 0 2 50%
Day-time activity 4 100% 3 75% 0 1 25% 4 100%
Physical health 2 50% 0 0 1 25% 2 50%
Psychotic symptoms 3 75% 2 50% 0 1 25% 1 25%
Info on condition and 
treatment
3 75% 2 50% 0 1 25% 1 25%
Psychological distress 3 75% 1 25% 0 0 2 50%
Safety to self 1 25% 1 25% 0 0 0
Safety to others 2 50% 0 0 0 2 50%
Alcohol 0 1 25% 0 0 0
Drugs 0 0 0 0 0
Company 0 0 2 50% 1 25% 3 75%
Intimate Relationships 0 0 1 25% 1 25% 0
Sexual Expression 1 25% 0 0 1 25% 0
Child care 0 0 0 0 0
Basic Education 1 25% 0 1 25% 2 50% 0
Telephone 0 0 0 0 0
Transport 0 3 75% 1 25% 0 1 25%
Money 1 25% 3 75% 0 0 1 25%
Benefits 0 0 1 25% 1 25%o 0
Cultural Factors 0 0 0 0 1 25%
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Appendix 4
Raw Data: Client Satisfaction
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Client Satisfaction with Care Provided
Needs Satisfied with Care Provided Not Satisfied with Care 
Provided
Accommodation 2 50% 2 50%
Food 3 75% 1 25%
Looking after the home 3 75% 1 25<%
Self-care 4 100% 0 0%
Day-time activity 3 75% 1 25%
Physical health 3 75% 1 25%
Psychotic symptoms 1 25% 3 75%
Info on condition and 
treatment
2 50% 2 50%
Psychological distress 3 75% 1 25%
Safety to self 3 75% 1 25%
Safety to others 4 100% 0 0%
Alcohol 4 100% 0 0%
Drugs 4 100% 0 0%
Company 3 75% 1 25%
Intimate Relationships 3 75% 1 25%
Sexual Expression 4 100% 0 0%
Child care 4 100% 0 0%
Basic Education 3 75% 1 25%
Telephone 4 100% 0 0%
Transport 3 75% 1 25%
Money 4 100% 0 0%
Benefits 3 75% 1 25%
Cultural Factors Not included in CAN-R Assessment
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Appendix 5
Feedback to Service
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The findings of this investigation were fed back to the Rehabilitation and Continuing 
Care Team in a presentation during a Team meeting on the 17* August 2005.
Page 1 o f 2
V i e w  Mail
P revious | N ext | INBOX
Reply j Reply Ail Forward D elete
rendei
A ttachm ents
Nam e Type Save  V iew
Part 1 text/plain Save 
Part 2 text/h tm l Save
Full  H e a d  ers  ; P r i n i e i  v i e w  
From: <^.
To: 'm a •>
Subject
Date: Mon 04 Jun 2007 0 7 :23  AM
To Whom It May Concern:
I can confirm that Marie Vartanian fed back her SRRP, undertaken in her placement with me, to the clinical 
team on the 17'^ August 2005.
David
Marie,
Dave
j 07
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Appendix 6
Service Related Research Project 
Ethical Scrutiny Form
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University of Surrey
P s v c h D  C l in i c a l  P s v c h o l o g v
Service Related Research Project 
Ethical Scrutiny Form
The nature o f the proposed project is such that 1 am satisfied that it will not require scrutiny 
by the trust's ethical committee.
Name o f  Field/Placement Supervisor: 
Signature o f Field/Placement Supervisor: ....
Name o f  Trainee:.. A .N............................
Title o f SRRP:
..t.jLP.A..........................................................................
Date:..... .Q.6 /o.X./.?v.O.O.$r..
hllps;//ouik)ok2003 surrey ac.ok/«xchange/psm2mv/lnboK/SRRP Clhics Document EML/ok«hJC$.doc/C58E.\28C*l 8C0-4a97-9.AF2-036E93DDAFB3/olteihics doc'^atiach»!
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Group Qualitative Research Project
“You Can’t Cuddle a Fish”: A Grounded 
Theory Analysis of Pet Ownership
May 2006 
Year 2
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ABSTRACT
Objectives: To explore childless couples’ experience of owning pets.
Design: A qualitative methodology. Grounded Theory, was chosen as it was deemed 
the most appropriate way of eliciting in-depth, rich data of the experience of pet 
ownership. Verbal accounts were obtained via a focus group interview.
Participants: Four female clinical psychology trainees were recruited. Purposive 
sampling was used to recruit pet-owning participants living with partners without 
children via an email advertisement.
Main Outcome Measure: The focus group was audio-taped and transcribed. The 
transcript was analysed using the qualitative method of Grounded Theory Analysis in 
which concepts were identified and descriptively labelled. The labels were then 
grouped together to form higher-level and lower-level categories. The categories and 
relationships between them were brought together to create a theory for understanding 
the participants’ experience of pet ownership.
Results: Six categories were identified and the relationships between them 
considered. The “relationship with pet” was deemed the central aspect of the theory. 
This was informed by participants’ early experiences of pet ownership as children. 
The link between early experiences and relationship with pets appeared to be mediated 
by personification. Early experiences for these individuals were favourable and 
encouraged them to view their pets as a member of the family, displaying human 
characteristics. This personification validated the close relationship each had with 
their pets. The relationship with the pet comprised of both negative and positive 
aspects relating to emotions, relationships with others and practical considerations. 
The positive aspects worked to strengthen the relationship with the pets. The negative 
aspects, rather than weakening the relationship with their pets, were minimized 
through the employment of defence mechanisms, which served to protect the 
relationship.
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Conclusions: This study suggests that the relationship one has with a pet is central to 
the experience of pet ownership. The nature of this relationship is determined by an 
individual’s positive early experience of pet ownership and is strengthened by 
personification and granting the pet “human status”. This study in particular 
highlighted the importance of pets for the childless couples in terms of bringing the 
couple together and providing them with something to mother and love.
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A Qualitative Exploration of Obese Individuals’ Motivation for
Seeking Obesity Surgery
By
Marie Vartanian
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2007
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ABSTRACT
Objectives: To explore the processes involved in deciding to seek obesity surgery. 
Method: In-depth, semi-structured interviews were conducted with nine participants 
attending a specialist outpatient obesity clinic. The interviews were audio-taped, 
transcribed and analysed using Interpretative Phenomenological Analysis (IPA).
Results: The results provide insights into the decision making process and highlight the 
role of defence mechanisms, a defining moment and the importance of hope. In particular, 
participants described in detail the negative experience of being an obese person and how 
they utilised defence mechanisms to cope with such negative experiences. This ultimately 
resulted in the maintenance of status-quo, leading to an inability to lose weight in the 
long-term. Participants also described the process of attempts at weight-loss and how 
although they are unsuccessful in losing and maintaining their weight-loss, these failed 
attempts lay the foundations for arriving at the decision to seek obesity surgery. The final 
decision to have surgery however does not seem to emerge solely from these failed 
attempts, but requires a defining moment which offers hope of an alternative life 
trajectory. Such defining moments included meeting someone else who had lost weight or 
seeing an x-ray of their thinner self inside their fatter body and generated hope which 
allowed participants’ defences to be dropped, enabling them to safely contemplate their 
own mortality and consider surgery as their last chance and an opportunity to break the 
vicious cycle of weight gain.
Conclusions: This study’s findings contribute to current theoretical perspectives on the 
processes involved in decision-making and behaviour change. It is suggested that the 
decision to seek surgery results from a combination of both a gradual process of 
accumulation of the need to change, which lay the foundations and prepare an individual 
for change, and an immediate trigger or “defining moment” which offers hope of an 
alternative life trajectory. The findings highlight the need for health professionals to 
encourage obese individuals to lose weight through the injection of hope, rather than 
emphasising the negative consequences of not changing.
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1. INTRODUCTION
1.1 Overview
Obesity is on the increase and in light of the failure of many behavioural and medical 
interventions an increasing number of individuals are opting for obesity surgery. The 
present study aims to explore the processes involved in deciding to have surgery and in 
particular examines the role of gradual shifts in cognitions as highlighted by most existing 
motivational theories versus more sudden triggers to change. This introduction will 
describe the background to obesity research, current theories and research exploring 
decision making and highlight the aims of the study.
1.2 Prevalence o f Obesity
Obesity is defined as a body mass index greater than 29.9 and is currently a
problem of global proportions, with approximately 1.6 billion overweight adults in the 
world, of whom at least 400 million are clinically obese (WHO, 2006). The prevalence of 
obesity has increased by 400% in the last 25 years and, if it continues to increase in this 
way, it will soon surpass smoking as the greatest cause of premature loss of life (House of 
Commons Health Committee Report, 2004). The World Health Organisation has 
estimated that by 2015, approximately more than 700 million adults will be obese. Once 
considered a problem only in high-income countries, obesity is now dramatically on the 
rise in low-and middle-income countries (WHO, 2006).
Obesity is associated with a range of health problems including coronary heart disease, 
diabetes, kidney failure, osteoarthritis and psychological distress such as depression and 
low self-esteem (Bocchieri et al, 2002; Ogden, 2003). A strong association between 
obesity and cancer has also recently come to light (House of Commons Health Committee 
Report, 2004). Obesity also has economic implications and is already estimated by the 
Department of Health to cost between £3.3-£3.7 billion per year (DoH, 2007). In response 
to this “epidemic” the National Institute for Health and Clinical Excellence (NICE) has
Body Mass Index -  an anthropometric measure, defined as weight in kilograms divided by the square of  
height in metres
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published its first ever guidelines, addressing both prevention and treatment of obesity in 
adults and children, that includes measures for professionals outside the NHS (NICE, 
2006). The pervasiveness and substantial growth of obesity represents the severity of this 
public health problem. It is imperative we continue investing in research to gain a clearer 
understanding of the complex processes at play to assist in the prevention and treatment 
of obesity for all.
1.3 Causes o f Obesity
Theories relating to the cause of obesity are numerous. The general consensus appears to 
be that the onset of obesity is the result of a complex interplay of genetic, nutritional, 
energy expenditure, psychological and social factors (Ogden, 2003). A number of 
physiological theories exist. These include genetic theories, which suppose a strong role 
for genetics in predicting obesity evidenced by Stunkard et al’s (1986) adoptee study. 
They compared adoptees’ weight with their adoptive and biological parents and found a 
strong relationship between the weight of the adoptees and their biological parents but no 
relationship between adoptees’ and adoptive parents’ weight. Theories relating to specific 
genetic factors include the metabolic rate theory, (which emphasizes the role of one’s 
inherited metabolic rate as a cause for obesity) the fat cell theory (which suggests obese 
individuals are bom with more fat cells) and the appetite regulation theory (which 
proposes a genetic predisposition may be related to appetite control) (see Ogden, 2003 for 
a review).
Alternative understandings of the cause of obesity focus on the role of one’s behaviour. 
Behavioural theories highlight the significance of physical activity and eating behaviour 
as an explanation for obesity. In terms of the role of physical activity a substantial amount 
of research has been conducted which concludes that increases in the prevalence of 
obesity coincide with decreases in daily energy expenditure (Ogden, 2003), i.e. that 
obesity is related to under-exercise. This decrease in physical activity may be explained 
by the shift from our past agricultural society to today’s technologically driven world. For 
example. The House of Commons Health Committee Report (2004) maintains that just
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over a third of men and a quarter of women achieve the Departments of Health’s target of 
30 minutes of physical activity five times a week.
Research investigating the eating behaviour of obese individuals suggests that the obese 
eat for different reasons than the non-obese, e.g. in response to environmental cues 
(smell, sight) rather than just internal cues (hunger), and to regulate their emotional state. 
Additionally, regarding the type of food eaten it has been suggested that obese individuals 
consume more fat than carbohydrates leading to greater weight gain (see Ogden, 2003 for 
a review).
1.4 Treatment o f Obesity
Obesity is most commonly considered a behavioural problem that should be managed 
through behavioural interventions designed to facilitate changes in diet and exercise such 
as advice and information, self monitoring, stimulus control, cognitive-restructuring, 
stress management and social support (Poston & Foreyt, 2000). A typical behavioural 
programme produces a weight-loss of approximately 10% of initial body weight among 
those that complete treatment (Wing, 1998). Unfortunately for the large majority it is well 
recognised that 90-95% of those who lose weight regain it within several years (Gamer 
and Wooley, 1991; NHS Centre for Reviews and Dissemination, 1997) due to a range of 
behavioural, cognitive and affective factors (Byrne et al, (2003). It has also been proposed 
that as well as failing to produce sustained weight-loss, behavioural interventions may 
also exacerbate problems with eating control and result in weight cycling and overeating 
(Gamer and Wooley, 1991; Ogden, 2003).
Altemative treatment for obesity involves pharmacotherapy which results in 5-10% 
weight-loss amongst those who comply with treatment (Bray, 1998). Weight-loss is 
therefore modest with most individuals remaining significantly overweight. If treatment is 
stopped there is almost invariably weight regain. Therefore for pharmacotherapy to have 
lasting effect, it needs to be taken indefinitely which, due to the lack of long-term studies 
evaluating such drugs’ safety, is a cause for concem (Cooper & Fairbum, 2001).
Major Research Project 1 0 5
In view of these disappointing outcomes with regard first-line treatments for obesity, in 
severe cases where individuals have a BMI^  ^ greater than 40, or where their health is at 
risk from other complications, surgical procedures are being considered. There are two 
main types of bariatric surgical intervention, malabsorptive, when parts of the 
gastrointestinal tract are bypassed so absorption of food is limited, and restrictive, where 
the size of the stomach is restricted so less food is required to feel full. Surgery to aid 
weight-loss can cause unwanted side effects at the time of the operation and in the long­
term. To begin with, undergoing a major operation under general aesthetic poses a serious 
risk of mortality for an obese individual who may not be in the best of health. 
Additionally post operative deaths have been reported (NICE, 2002). Potential 
complications following surgery include ulcer disease, intractable vomiting, liver disease, 
diarrhoea, heartburn, infection and breakage of bands/staples to name a few (NICE, 
2002).
Despite such complications surgical procedures are considered the best means of long­
term weight reduction in the morbidly obese population (Brolin, 1987). On average 
individuals lose two-thirds of their excess weight within two years following the 
operation, with substantial weight-loss sustained (Sugarman et al., 1992; Bocchieri et al., 
2002). A large scale Swedish Obese Subjects (SOS) cohort study compared surgery with 
conventional treatments for obesity and found individuals treated surgically had lost 
significantly more weight after two years than individuals managed conventionally whose 
weight remained unchanged (weight loss 23% vs 0%, p<0.001) This weight-loss was 
maintained at eight years (Torgerson & Sjostrom, 2001).
Despite this superiority to other methods of weight-loss, individuals who have surgery 
can fail to lose any weight and/or show complete weight gain (Ogden, 2003). However 
Boucchieri et al (2002) maintain that “despite reported variations in weight-loss, a mean 
two thirds loss of pre-surgery weight remains impressive and there is little question that
Body Mass Index -  an anthropometric measure, defined as weight in kilograms divided by the square o f  
height in metres
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this procedure has a substantial and immediate impact on weight, unlike nonsurgical 
treatments” (p. 156).
1.5 Benefits ofWeight-Loss
It has become increasingly clear that weight-loss for obese individuals is associated with 
a number of significant health benefits such as lowering the risk of cardiovascular 
disease, type 2 diabetes, cancer, musculo-skeletal disease and reproductive and 
respiratory disorders (Cooper & Fairbum, 2001; NICE 2002). Improvements in obesity- 
associated sleep apnea, infertility, hypertension and joint pains have also been observed 
(Sugarman et al., 1992). Even modest weight reduction is accompanied by clinically 
important improvements in glycémie control, a reduction in high blood pressure and 
cholesterol levels and increased longevity in obese individuals (Goldstein, 1992).
Weight-loss and consequent improvements in physical health are not the only benefits 
experienced following obesity surgery. Research investigating pre and post operative 
changes for obese individuals also indicate a number of improvements in psychosocial 
functioning. These include a reduction in perceptions of discrimination, improvements in 
social relations, mental health, quality of life, employment opportunities and self-esteem 
(NICE, 2002; see Boucchieri et al., 2002 & Herpertz et al., 2003 for a review). In addition 
by enforcing a reduction in the amount of food that can be eaten, surgery may 
paradoxically help re-establish a perception of control over an individual’s eating 
behaviour (Ogden et al., 2006).
The benefits of weight reduction for obese individuals seem unequivocal. As outlined, 
current research supposes one effective method of sustained weight-loss for obese 
individuals is obesity surgery. It has also been acknowledged that such surgical 
procedures carry with them a significant number of immediate and long-term side effects. 
The decision to seek obesity surgery is a significant one, involving considerable change to 
an individual’s physicality, health, psychosocial functioning, eating and non-eating 
behaviour. Further, obesity surgery remains controversial as it is sometimes seen by
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health professionals as “fuelling the cosmetic industry” as well as an inappropriate use of 
resources (Epstein & Ogden, 2005, p753), and by patients as potentially dangerous and 
restrictive (Ogden et al., 2006).
What motivates an individual to decide to seek obesity surgery remains unclear. As 
recently as 2004 Libeton et al. claimed that “motivation for seeking obesity surgery has 
not been studied” (p.392).
1.6 Decision Making
Previous researchers have investigated the many decisions people make. For some this 
has focussed on decisions about behaviour change. Extensive research within health 
psychology has been conducted to better understand health behaviour and behaviour 
change, such as weight-loss motivated behaviour. This research has been motivated by a 
desire to design interventions to promote healthier lifestyles and gain a greater 
understanding of the reasons why individuals decide to perform a variety of behaviours 
(Conner & Norman, 1995). Could such findings be used to understand what motivates an 
individual to seek obesity surgery?
1.7 Social Cognition Models
For many years social psychological models have been at the forefi*ont of research into 
predicting and explaining health behaviours, i.e. “activities that may help to prevent 
disease, detect disease and disability at an early stage, promote and enhance health, or 
protect from risk of injury” (Steptoe & Wardle, 2004. p.25). The most frequently used 
have been social cognition models (Rutter & Quine, 2002). Social cognition models 
consider the beliefs that individuals hold about the outcomes of their actions as key 
determinants of health-impairing and health-protective behaviours (de-Wit & Stroebe, 
2004). They emphasise the rationality of human behaviour and maintain that health 
behaviours are an end result of a subjective decision-making process and cost-benefit 
analysis of the likely outcomes of different courses of action (Conner & Norman, 1995).
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Many such theories exist that highlight the importance of an individual’s cognitions and 
social context in predicting subsequent behaviour.
The Health Belief Model (HBM) is the oldest of such models used to predict a wide 
variety of health-related behaviours (Rosenstock, 1966). The HBM assumes that the 
likelihood of an individual engaging in any given health behaviour depends on their 
health-related core-beliefs which can be redefined over time. With specific reference to 
an individual’s decision to seek obesity surgery, these would entail; their perception of 
susceptibility to illness (e.g. “my chances of getting obesity-related diseases are high”), 
the severity of the illness (e.g. “these diseases are serious illnesses”), the cost in carrying 
out the behaviour (e.g. “there are many health risks associated with obesity surgery”), the 
benefits in carrying out the behaviour (e.g. “having obesity surgery may save and/or 
improve my life”) and internal (e.g. symptoms of pain, osteoarthritis etc) and external 
(e.g. information provided by education leaflets) cues to action (Ogden, 2000). Thus an 
individual is likely to decide to engage in a health behaviour if: they perceive that their 
susceptibility to a health-related problem is high, if they believe the problem is severe and 
if they perceive that the benefits of action outweigh the costs.
The exact way these health-related core beliefs interact has not been specified, e.g. is the 
HBM linear or multifactorial? Additional limitations of the model include the exclusion 
of social and environmental factors affecting health and its consequent emphasis on the 
individual. Conflicting findings regarding susceptibility to illness also exist, e.g. some 
studies have found healthy behaviour is more strongly related to low susceptibility, not 
high susceptibility to illness, as the model predicts (Curtis, 2000). Despite such 
limitations the HBM has received sustained empirical support and is still widely used to 
understand and predict a variety of health behaviours (Rutter & Quine, 2002).
Alternatively, the Theory of Planned Behaviour (TPB) outlines how influences upon an 
individual determine that individual’s decision to follow a particular behaviour (Conner 
& Norman, 1995) The TPB concentrates on an individual’s production of “behavioural
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intentions” which are then linked to action (Ajzen & Madden, 1986). The TPB states that 
behavioural intentions (e.g. plans of action in pursuit of behavioural goals) are developed 
from a set of beliefs relating to 1) attitude towards a behaviour, composed of positive and 
negative evaluations of a particular behaviour and beliefs about the outcome of the 
behaviour (e.g. “obesity surgery will help me lose weight and improve my health”). 2) 
subjective norm, composed of the perception of social norms and pressures to perform a 
particular behaviour and an evaluation of whether the individual is motivated to conform 
to this pressure (e.g. “people who I care about will approve if I lose weight and I want 
their approval”) and 3) perceived behavioural control, composed of a belief that the 
individual can carry out a behaviour based upon a consideration of internal control (e.g. 
their abilities) and external control factors (e.g. apparent obstacles), both of which relate 
to past behaviour (Ogden, 2000). To summarise, an individual is likely to decide on a 
course of action if they believe it will lead to an outcome they value, if they believe that 
people whose views they value think they should and if they feel they have the resources 
and opportunities to perform that behaviour (Conner & Norman, 1995).
The TPB was not developed by those in the health arena. This may then explain its 
absence of an individual’s assessment of health threat as included in the HBM (Conner & 
Norman, 1995). However its strengths lie in its inclusion of social and environmental 
factors affecting behaviour change as well as its recognition of the role of past behaviour 
within the measure of perceived behavioural control (Ogden, 2000).
The HBM and TPB are seen as continuum accounts of behaviour. They focus on one or 
more perceptions or beliefs individuals hold to predict where an individual will lie with 
regard an outcome continuum such as intention or behaviour (Rutter & Quine, 2002). 
Implicit in the TPB specifically is the assumption that it is the characteristics of a 
behaviour that determines whether or not it is under motivational control (de Wit & 
Stroebe, 2004). A different perspective on behaviour change is one taken by stage 
theorists who assume that individuals are located not on continua but at discrete ordered
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stages (Rutter & Quine, 2002) and that behaviour change is an ongoing process with 
individuals moving through such stages.
One social cognition stage theory is Prochaska and DiClemente’s (1992) Stages of 
Change Model (SCM). This asserts that behaviour change involves five separate stages 
through which individuals pass. The first is the stage of Pre-Contemplation (when an 
individual is unaware of the presence of a health risk and has no intention to change). The 
next stage is Contemplation (when an individual becomes aware of a health risk and 
actively considers the prospect of change). Individuals then move to the Preparation stage 
(involving a firm intention to change with signs of behavioural adjustments in preparation 
for change). The Action stage (when an individual is changing their behaviour) is next 
before one reaches the final Maintenance stage (when an individual is sustaining their 
change) (Prochaska and DiClemente’s, 1992). The theory describes the process of change 
as a dynamic one in that individuals do not always move through the stages in a linear 
fashion. Some individuals may step back stages a number of times before reaching the 
final Maintenance stage. Additionally the theory proposes that even once an individual 
has managed to change their behaviour they may slip back to the initial Contemplation 
stage over time (Odgen, 2000). The SCM emphasises how an individual’s beliefs about 
the costs and benefits of their behaviour change across these different stages, e.g. by 
focusing on the costs of completing a particular behaviour in the early stages and the 
benefits of such in the latter stages when a decision has been made to engage in such 
behaviour.
The SCM is successfully used in research and to develop effective interventions that are 
tailored to suit the needs of an individual at their point in the change process, e.g. when 
treating addictions (Curtis, 2000). It can be used to describe who is most likely to change 
their behaviour and why some people return to old habits. Despite having a “profound 
impact on health promotion and becoming one of the most prominent and popular 
conceptual resources in the field” (Whitelaw et al, 2000, p707), the SCM has received a 
number of criticisms. For example that it can be difficult to use the theory to assess the
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particular stage an individual is in (Curtis, 2000). More generally it has been stated that 
there may have been a tendency for the strength of the SCM evidence base to be over 
stated and that there is less high quality evidence associated with it than is generally 
assumed (see Whitelaw et al, 2000 & Brug et al, 2005).
The HEM, TPB and SCM are three of many existing social cognition models that provide 
a basis for understanding determinants of behaviour and behaviour change. Word 
constraints imposed prevent a detailed examination of all models. Fortunately there seems 
to be considerable overlap in the variables these models identify as important in 
predicting behaviour (see Conner & Norman, 1995 for a comprehensive review).
As seen social cognition models may go some way to explain an individual’s decision to 
seek obesity surgery as a means to lose weight despite the many risks it carries. However 
there does seem to be a number of limitations of such models used to understand 
behaviour and the process of change.
1.8 Limitations o f Social Cognition Models
In 2003 Ogden reviewed 196 articles that tested or applied four social cognition models 
(including the HBM and TPB) to the understanding of a range of health behaviours 
including condom use, exercise, dieting and smoking. She concluded that despite such 
models’ success for guiding research and developing interventions to change health- 
related behaviours, on close examination the majority of articles (despite their claims to 
do so) did not strongly support the models in terms of their ability to understand or 
predict behaviour. In fact she maintains, due to social cognition models’ non-specific 
constructs, it is in fact impossible to test them and therefore impossible to refute them, 
drawing their reliability and validity into question. Additionally she found that the use of 
questionnaires in the majority of articles changed, rather than accessed the way a person 
thinks, i.e. the collection of data led to observed changes in behaviour rather than such 
behaviour change seen as supportive of the models, as the articles would suggest. Ogden
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concludes that the four social cognition models under examination “do not pass the 
criteria set for a good theory” (Ogden, 2003, p.427).
Additional problems with current understandings of health-related decisions and 
behaviour change provided by social cognition theories is that despite considerable 
research and numerous interventions devised using their constructs, people continue to 
behave in unhealthy ways and do not always decide to change this. This is evidenced by 
the significant increase in prevalence of obesity around the world (WHO, 2006). Sutton
(1998) has concluded that whilst social cognition models can be used to predict some of 
the variance in subsequent behaviour, many factors which determine both behaviour and 
behaviour change remain unclear and unidentified.
Finally, although many social cognition models draw upon different theoretical 
perspectives they all emphasise behaviour change as a result of a slow (“drip-drip”) 
process of cognitive shifts and the development and implementation of behaviour 
intentions or plans. The SCM focuses on the gradual progression through a series of 
stages (Prochaska & DiClemente, 1992), while the TPB conceptualises behavioural 
intention as a prerequisite for behaviour change (Ajzen & Madden, 1986). It has been 
suggested that such plans or intentions may only underpin short-term changes in 
behaviour, rather than sustained changes which are required if an individual’s health is to 
benefit (Ogden & Hills, in press).
It is therefore unclear if social cognition models can be successfully utilised to understand 
an individual’s motivation for obesity surgery.
1.9 Help-Seeking Behaviour
Social cognition models are not the only current theories that attempt to understand and 
explain behaviour and behaviour change. Additional perspectives exist that serve to 
broaden our understanding of the various health decisions people make.
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Another body of research that might go some way to explain an individual’s decision to 
seek obesity surgery is that which focuses on understanding help-seeking behaviour in 
relation to illness. For example the self-regulation model (SRM) of illness cognition and 
behaviour proposed by Leventhal and colleagues (1980; 1997) theorises that individuals 
attempt to make sense of illness by making use of their own personal beliefs (cognitive 
representations) about ill health and that these give rise to behavioural responses 
including seeking help or taking medication. Such an approach may also be used to 
explain why some people seek obesity surgery.
The SRM proposes that 3 stages regulate the behaviour seen in response to a health threat. 
The model is regarded as self-regulatory as it focuses on how individuals select and 
monitor their behaviour over time in order to remain healthy. The first stage involves an 
individual’s cognitive representations of the health threat. These consist of personal, 
common-sense beliefs about the illness. They develop from exposure to a variety of social 
and cultural sources of information (Cameron & Moss-Morris, 2004). There are 5 key 
components involved in the production of cognitive representations, identity (e.g. 
diagnosis), cause, timeline (e.g. duration of illness), consequences (such as sudden death 
or loss of desirable activities) and curability of the illness (Ogden, 2003). These beliefs 
influence how the individual responds to the health threat. The second stage is the coping 
stage in which a plan of action is formulated and initiated. The final stage involves an 
appraisal of the coping actions implemented. The outcome of such appraisals lead to 
refinements of the cognitive representation and subsequent changes to coping/action 
plans.
In addition to coping with and reacting to cognitive representations of illness the SRM 
proposes that individuals also experience emotional responses such as fear and distress. 
These emotional responses also prompt strategies for controlling these emotions, for 
example an individual may deny the seriousness of their illness. Therefore all 
implemented coping strategies have to relate to both the cognitions and emotional state of 
an individual (Cameron & Moss-Morris, 2004). Thus the model can be used to explain
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why so many patients fail to adhere to illness management behaviour despite being aware 
of its necessity (Leventhal & Cameron, 1987).
The SRM has been successfully used to understand help-seeking behaviour in relation to 
a number of illnesses such as acute myocardial infarction symptoms (McKinley et al., 
2000) and diabetes (Jayne & Rankin, 2001). The SRM is also useful in its ability to 
explore and allow for cultural differences in that it acknowledges that the stimulus for 
developing action plans comes out of an individual’s internal and environmental cues 
(Leventhal et al, 1980; 1997)
Much research exploring decision making processes in the health care setting has 
therefore drawn upon the social cognition models such as the HBM , TPB, SCM or the 
self regulatory model. Although these approaches highlight different cognitions and 
emphasise different end points they all conceptualise a decision as resulting from a 
gradual accumulation of information and a gradual shift in beliefs. For example the SCM 
focuses on a gradual progression through different stages moderated through a shift in the 
perceived costs and benefits of the behaviour in question. Similarly the HBM and TPB 
emphasise the gradual shift in cognitions and the development of plans which are 
ultimately translated into behaviour. Further the SRM focuses on how the gradual 
interpretation of symptoms and acquisition of information leads to help-seeking 
behaviour.
In terms of deciding to have obesity surgery these theoretical perspectives would suggest 
that such a decision is the end result of a slow and gradual process involving plans, 
cognitive shifts and evidence gathering. Recently however, several researchers have 
suggested that not all decisions may be made in this way and that there may be a role for 
“triggers”, “life crises” or “epiphanies” reflecting a more sudden and dramatic approach 
to decision making.
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1.10 Immediate Triggers to Change and Decision-Making
More recently research suggests that some health decisions emerge in more immediate 
ways. Qualitative research conducted by Ogden and others (Ogden & Sidu, 2006: Ogden 
et al., 2006 & Ogden & Hills, in press) has explored individuals’ experience of taking 
obesity medication, undergoing obesity surgery, ceasing smoking and attempting weight­
less through diet and exercise. They found that some individuals reported routine 
motivations, relating to day-to-day experiences of being overweight had prompted their 
decision to seek help and make a change (e.g. the impact their weight had on their 
psychological and physical health). These motivations were conceptualised as ongoing 
and persistent and as influencing their decision to change in a gradual “drip-drip” fashion 
(Ogden et al., 2006). These reported ongoing and persistent motivations, leading to a 
gradual realisation that change needed to occur, supports the social cognition models’ and 
SRM’s perspective that the decision to change occurs as a gradual process.
However the majority of individuals in these studies reported a number of specific 
triggers, such as salient life events, which directly prompted them to change their 
behaviour and/or seek help, highlighted by one participant’s statement that “something 
needs to happen for you to see yourself’ (Ogden & Hills, in press). For some these life 
events involved a significant threat to their own or family’s health and lives, for others the 
life event entailed a salient milestone (e.g. reaching a certain age), having and/or 
anticipating children and for some a relationship crisis. These findings go against the 
current theoretical view that behaviour change is unlikely to occur in this fast and more 
immediate manner and that behaviour change is rarely triggered by a discrete, single 
event (Zimmerman et al., 2000).
In a similar vein. West & Sohal (2006) explored smokers motivations for giving up and 
reported that a large majority stated that their successful attempt was unplanned and the 
result of a sudden change of mind that they analyse within the framework of the 
catastrophe theory. Furthermore within West’s Prime Theory of Motivation (2006) he
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further describes the impact of epiphanies which enable an individual to make a sudden 
change of direction in both their cognitions and behaviours.
With regard motivation for obesity surgery these findings, suggesting change can be 
triggered by a single event, are in some way supported by the, albeit sparse, current 
literature that has previously investigated individuals’ motivation for seeking obesity 
surgery. Despite the 21 year gap between his findings and subsequent research, Rand et 
al., 1983) found that stressful life events led to the decision for obesity surgery, 
particularly events that highlighted an individual’s mortality such as the death of a loved 
one. Equally Gorin et al. (2004) claim that a majority of participants report medical 
events, and not just disease status, trigger weight-loss motivated behaviour change. They 
defined such medical triggers as ranging from being told by a physician to lose weight to 
experiencing medical events themselves.
From a more general stance literature exists that has found health-related reasons trigger 
help-seeking behaviour among obese patients (Reas et al., 2004) and specifically that 
health issues dominate individuals’ motivation for seeking obesity surgery (Libeton et al., 
2004).
Conversely, with regard decisions to engage in behavioural weight-loss methods 
Silverman et al. (1986) found that life events served to decrease an individual’s locus of 
control in relation to weight-loss behaviour resulting in less successful weight-loss 
outcomes. It is therefore still unclear whether life events/crises result in a positive or 
negative outcome for weight-loss management.
1.11 Rationale for Study
To conclude, individuals’ motivation for seeking obesity surgery remains unclear. Social 
cognition models exist that attempt to explain and predict health-related behaviour and 
behaviour change. Theories also exist that explain health-related help-seeking behaviour.
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These all maintain the process of change occurs as a gradual “drip-drip” realisation that 
something needs to change before actions to change are able to be carried out.
Recent research has suggested that such traditional models used to understand decision 
making and change are not applicable to all. This view is supported by the current 
disappointment of interventions based on these models to treat health risk behaviours, 
particularly for the obese population.
More recently it has been suggested that a decision to change may occur in a faster and 
more immediate manner following a discrete single event. Such research is very much in 
its infancy and substantial additional research is required to fully understand this 
experience. For example it is still unclear what determines whether an event is 
conceptualised as a salient life event, demonstrated by reports that a fourth suspected 
heart attack prompted a decision to seek surgery, rather than a first (Ogden & Hills, in 
press). Based on the information outlined one may suppose the majority of obese 
individuals would experience these sorts of salient life events, yet they do not all decide 
to address their obesity status. Clearly there is much we do not understand about this 
process.
Fully understanding motivations for embarking on a surgical weight-loss program is 
crucial with regard to developments in understanding, explaining and treating obesity. In 
treatment of other health-risk behaviours, intervening immediately following a medical 
event has enhanced treatment response rates (Gorin et al., 2004). Could it be that this may 
also be the case for improving the success of weight-loss management programs, such as 
obesity surgery?
No qualitative research to date has focussed solely on exploring motivations for obesity 
surgery and how the decision to do so is reached. Due to the nascent stage of research 
emphasising the importance of life events triggering motivation for obesity surgery it 
would be difficult to isolate particular variables as required by quantitative methodology.
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Additionally it was felt important to gain an understanding of the meaning of experiences 
that may motivate the decision to have obesity surgery. Equally current research which 
has been drawn into question tends to highlight factors defined by pre-existing models 
rather than the person themselves. In order to learn from these shortcomings a qualitative 
methodology that focuses on the experience of an individual from their point of view was 
considered the most appropriate line of enquiry.
1.12 Research Aims
This study aims to understand the experience of seeking obesity surgery by using a 
qualitative approach to explore in detail the meaning of experiences that may result in the 
decision to seek obesity surgery.
1.13 Research Question
The study was designed to explore the following broad research question.
I. What motivates an individual to decide to seek obesity surgery as a method for 
weight-loss?
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2. METHOD
2.1 Qualitative Methodology
Qualitative research is based on a relativistic, constructivist ontology that assumes there is 
no single objective reality. Rather, multiple realities are generated by human beings who 
experience a phenomenon of interest. Conducting research without taking this into 
account can violate the fundamental view of the individual. Qualitative investigation aims 
to understand the complex world of human experience and behaviour from the point-of- 
view of those involved in the situation under investigation (Krauss, 2005).
A qualitative methodology was selected to allow for the collection and analysis of rich 
descriptions of participants’ experience. This approach offers deep insights into 
phenomena which are simply unavailable elsewhere (Silverman, 2006) and/or 
unanticipated (Shaw, 2001). It has the unique goal of facilitating the meaning-making 
process, e.g. what meaning is attributed by individuals to different objects, people and life 
events (Krauss, 2005). This was appropriate for the present investigation which aimed to 
understand the meaning of experiences that may result in the decision to seek obesity 
surgery.
While quantitative methodology attempts to verify earlier conclusions or theory (Elliott, 
1999), the nascent stage of the topic under investigation justified the use of a 
methodology whose central purpose is to contribute to a process of enriched 
understanding and insight.
2.2 Rationale and Theoretical Explanation o f Interpretative Phenomenological 
Analysis (IPA)
IPA is a method informed by the principles associated with a branch of philosophy known 
as phenomenology. Phenomenology is an approach interested in the world as it is 
subjectively experienced by individuals within their particular social, cultural and 
historical contexts (Willig, 2001). IPA shares the aims of phenomenology in that it wishes
Maj or Research Proj ect J g  Q
to capture individuals’ subjective experience. However IPA also acknowledges the role of 
the researcher within the research and analytic process. It recognizes that the exploration 
of participants’ personal world is influenced by the researcher’s own view of the world, 
as well as the interactions between researcher and participant. Therefore analysis is seen 
as both phenomenological (participant’s accounts) and interpretative (researcher’s 
interpretations of participant’s accounts) (Smith & Osborn, 2003).
The aim of IPA is to explore in detail how participants are making sense of their personal 
and social world and the main currency for an IPA investigation is the meanings 
particular experiences, events and states hold for participants (Smith & Osborn, 2003). 
This focus on understanding the uniqueness of a person’s experience and how 
experiences are made meaningful connected with this investigation where experiences 
that may result in the decision to seek obesity surgery were explored in depth.
It was therefore important for the chosen analysis to be phenomenological in approach. 
For it to involve detailed examination of participants’ life-world; to explore personal 
experience and to be concerned with an individual’s personal perception of an event, as 
opposed to attempting to produce objective statements about the event itself (Smith & 
Osborn, 2003).
A prerequisite of IPA is the active contribution of the researcher (Shaw, 2001). Although 
IPA assumes people hold stable cognitions and beliefs that can be readily accessed by 
interviews (Dallos & Vetere, 2005), the researcher is then involved in the process of 
interpreting participants’ data. To engage as a researcher in the process of “trying to make 
sense of the participant’s trying to make sense of their world” (Smith & Osborn, 2003 
p.51) was considered useful as it was anticipated the area under investigation could be 
considered complex with “meanings” not transparently available. IPA is thus considered 
particularly useful when one is concerned with complexity (Smith & Osborn, 2003).
Grounded Theory (GT: Glaser & Strauss, 1967) was considered as a means of analysis as 
it is also a type of interpretative theme analysis and recognizes the importance of
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capturing individual experience through the researcher’s subjective lens (Dallos & 
Vetere, 2005). However IPA was chosen due to its strengths which will now be 
described. One strength of IPA is its potential to uncover constructs that have not been 
previously developed by theorists or researchers. This means that instead of attempting to 
support or refute existing theory, researchers using IPA are able to investigate phenomena 
from a new perspective by learning from those who are experiencing it, rather than from 
theories that are old, not relevant to individual’s current lived experience or when there is 
little information on a given subject (Shaw, 2001). This was important for this 
investigation as little was known about what motivates an individual to seek obesity 
surgery. Secondly, IPA is an exploratory tool that is data-driven rather than theory-driven, 
an approach adopted by GT whose aim is to generate theory. The exploratory nature of 
this investigation sought to examine the meaning of individuals’ experience rather than 
develop a theory for a broader population. Thirdly, IPA was considered appropriate for 
this small-scale investigation, in part, due to the perceived benefits of using my 
interpretative ability to help understand and represent the phenomenology of the 
experiences of participants from the outset. This opportunity to utilize psychological 
thinking early in the analytic process differs from other methodologies, e.g. GT which 
delays the process of inference and stays firmly in the detail of the data gathered (Dallos 
& Vetere, 2005). GT’s analytical approach was considered to be a less valuable use of 
data gathered due to the perceived need for collaboration between participants and myself 
to better understand the topic under investigation. Finally, it was anticipated there may be 
a limited amount of people seeking obesity surgery due to the risks and side effects 
associated with it. It was therefore advantageous to use IPA over GT’s theoretical 
sampling approach where the researcher collects further data to test emerging theory and 
achieve theoretical saturation (Willig, 2001). Rather, a purposive, contained sample was 
identified. My aim was to develop full and interesting interpretations of the data 
collected, rather than continue data collection in light of analysis already taken place.
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2.3 Design and Procedure
2.3.1 Participants
A total number of nine participants were recruited; two men and seven women (see Table 
1 for demographic details). Participants were attending a London-based specialist obesity 
clinic and all were motivated to undergo obesity surgery, although not all had been 
accepted for surgery as yet. Participants ranged in age from 20-59 years (mean age=40 
years), in weight from 110.7-182.8kg (mean weight= 150.5kg) and had a minimum 
problematic weight history of 18 years (range=18 years-All their lives).
As an idiographic method, small sample sizes are the norm in IPA (Brocki & Wearden, 
2006). Smith & Osborn (2003) note the sample size of an IPA study depends on a number 
of factors and that there is no right sample size. One argument for use of a small sample 
size is that the limit of our mental capacity to hold complex ideas in mind at once is about 
7 (+ or -2) and for this reason the sample size needs to stay within the limits of what we 
can usefully make sense of (Smith et al., 1999)
As recommended (Smith & Osborn, 2003), purposive sampling was used to identify a 
reasonably homogenous group for whom the research question was significant, and who 
could provide “instantiations of the psychological experience” (Osborn & Smith, 1998, 
p.68) under investigation.
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2.3.2 Criteria for Participation
Individuals motivated for surgery and referred to the obesity clinic met inclusion 
criteria as defined by NICE (2006) regarding guidance on the use of surgery to aid 
weight reduction for people with morbid obesity. Therefore inclusion criteria were
imposed by environmental/clinical constraints and stipulated individuals;
2 2 2
• Have a BMI of 40 kg/m or more, or between 35 kg/m and 40 kg/m and other
significant disease (type 2 diabetes; high blood pressure) that could be 
improved if they lost weight.
• Have tried and failed, using all appropriate non-surgical measures, to achieve 
or maintain adequate, clinically beneficial weight-loss for at least six-months.
• Be receiving intensive management in a specialist obesity service.
(NICE, 2006)
Additional inclusion criterion was kept to a minimum to promote collection of rich 
and diverse experience and included individuals;
• Be motivated to undergo obesity surgery.
• Consent to participate in the investigation.
2.3.3 Data Collection
2.3.3.1 Semi-Structured Interview
A flexible data collection instrument was required to collect rich information relating 
to how individuals made sense of their experience. Retrospective semi-structured 
interviews were considered most appropriate. This form of interviewing encourages 
“researcher and participant to engage in a dialogue whereby initial questions are 
modified in the light of participants’ responses and the researcher is able to probe 
interesting, important areas that arise” (Smith & Osborn, 2003, p.55). Rapport is 
facilitated, allowing a greater flexibility with regard collection of information and the 
production of richer data, specifically allowing the interview to go into novel areas 
(Smith & Osborn, 2003). This was in concurrence with the current investigation
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whereby participants were asked to reflect on previous experience and since the topic 
under investigation was relatively understudied.
2.3.3.2. Development of the Interview Schedule
Conversations were undertaken with the clinic’s psychiatrist, clinical psychologist and 
my university supervisor, all of whom had experience working with obese individuals. 
Time was also spent observing the psychiatrist working clinically during three 
outpatient clinics. These information gathering techniques allowed me to gain an 
understanding of the issues pertinent to individuals who met inclusion criteria. For 
example it highlighted the importance of gaining an understanding of the effect 
obesity has on an individual’s life in order to then better understand how they came to 
their decision to seek obesity surgery. These sources of information assisted in 
developing the recommended set of open-ended questions and prompts relating to 
broad topics hoped to be covered during the interview (Smith & Osbom, 2003).
The goal was to encourage individuals to speak about the topic of interest with 
minimal prompting from myself. To this end the interview began with broad questions 
relating to the experience of being overweight to ensure individuals were not led by 
questions asked and in the hope that individuals were thus enabled to talk freely. The 
schedule was used as a guide, rather than to dictate what was discussed (Smith & 
Osbom, 2003) as flexibility in design and data collection is strongly recommended to 
gain a deep understanding and valid representation of the participants’ viewpoints 
(Sidani & Sechrest, 1996).
The main topics explored included;
• Personal weight histories.
• The effect weight had/has on life.
• Weight-loss history and past motivation for weight-loss.
• Reasons why individuals have chosen surgery as a method to lose weight.
• Descriptions of life experiences when surgery was decided upon.
• If applicable, the exploration of similar past experiences^"^.
See Appendix Ifor a copy o f the interview schedule
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2.3.4 Setting
The study was carried out at a London-based outpatient obesity clinic. The clinic is 
run by a multi-disciplinary team consisting of a psychiatrist, psychologist, dietician, 
junior doctors and nurses.
Individuals attending the clinic are typically referred by their GP and require specialist 
weight management intervention. The clinic initially provides individuals with a 
comprehensive medical and psychological assessment. Treatment programmes then 
provided include, as appropriate; nutritional education, behavioural interventions 
designed to facilitate changes in diet and exercise, pharmacological management and 
referral for surgical procedures.
2.3.5 Procedure
All service-users attending the clinic, motivated for surgery and seen for assessment 
and suitability by the consultant psychiatrist and/or clinical psychologist over an 
eight-month period (October 2006-May 2007) were given an information pack about 
the study (n=32). This contained an invitation to participate form, an information 
sheet and consent form^^. These individuals were advised (both verbally and in written 
instructions in the pack) to contact me via the telephone number and/or email address 
provided if they wished to take part in the study. Ten individuals did so, eight by 
email and two by phone. Via their chosen methods of communication interview times 
and dates were then arranged. During email and telephone contact the most 
convenient setting for the interview to take place was agreed. All participants chose to 
meet at the obesity clinic.
I met participants at the clinic at the pre-arranged time. One participant did not attend 
the interview and subsequently declined to participate, this individual was reassured 
their withdrawal would not affect the standard of care they received.
Face-to-face interviews were conducted with the remaining nine participants in a 
private room situated at the clinic. Participants were given the opportunity to ask 
questions prior to the interview and encouraged to throughout. Issues relating to
See A ppend ix  2
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confidentiality, risk, the right to not answer a question and the right to withdraw were 
discussed. Before the interview began each participant signed a consent form and 
completed a demographic sheet^^. Interviews lasted between 30-70 minutes and each 
was tape-recorded and transcribed verbatim. All identifying information was 
anonymised^^.
2.4 Ethical Considerations
Ethical approval was gained fi-om the NHS Local Research Ethics Committee 
(LREC), the Research and Development (R&D) Committee and Surrey University 
Ethics Committee^^.
Participants were made explicitly aware their participation was voluntary, they were 
free to withdraw at any time and this would in no way affect their care/medical 
intervention. Confidentiality was maintained and written consent obtained to 
audiotape interviews and use anonymised quotations in the write-up.
It was acknowledged that participants may find the experience of talking about issues 
relating to their weight distressing. As a trainee clinical psychologist my counselling 
skills were employed to contain any distress experienced and participants invited to 
take a break or conclude the interview, although none chose to do so. Individuals were 
offered the opportunity to de-brief following the interview and additional support was 
provided by the clinic’s clinical psychologist who agreed to meet with individuals 
who became significantly distressed. In practice these additional means of support 
were not required.
2.5 Analysis
Smith et al (1999) explicitly state there is no prescriptive methodology for IPA 
analysis. General analytical principles suggested by Smith et al (1999: 2003) and 
Willig (2001) were employed. I chose to follow an idiographic approach to analysis in 
that I initially analysed individual transcripts before categorizing themes shared across 
them all. Stages of analysis are outlined below.
See Appendix 3
See Appendix 4 for an example transcript
See Appendix 5 for ethical approval documentation
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1. I initially read and re-read each transcript to ensure familiarity with the data.
2. Analysis then began with a close interpretative reading of one rich transcript, 
during which initial points of interest and observations were annotated in the 
left-hand margin.
3. The transcript was then re-read with the aim of transforming these initial 
annotations into emerging themes which aimed to “capture the essential 
quality of what was found in the text” (Smith & Osbom, 2003). These themes, 
recorded in the right-hand margin, represented a higher level of abstraction and 
interpretation of meaning, but continued to be grounded in what the participant 
had said^ .^
4. The emerging themes from the transcript were then chronologically listed and 
examined in order to make connections between them. All themes that seemed 
to share meaning or reference were given a name that captured their essence, 
representing the superordinate themes.
5. A table containing the participant’s quotes that supported these emerging and 
superordinate themes was compiled^®. The transcript was then re-read to 
ensure this sense-making was a valid representation of the participant’s 
account.
6. The remaining transcripts were then analysed one by one in exactly the same 
manner and tables created to detail emerging and superordinate themes for 
each.
7. Once each transcript had been analysed a list of all emerging and superordinate 
themes was compiled and patterns established cross-case. At this point any 
themes minimally supported by the entire data set were excluded, however 
themes were not merely selected on the basis of prevalence within and across 
transcripts, factors such as the richness of the transcript that generated the 
theme were acknowledged (Smith & Osbom, 2003).
8. Finally each cluster of emerging and superordinate themes were given a name 
which captured most strongly their collective. These represented the master 
themes. All transcripts were then re-read to ensure the final themes were 
representative of the original material.
20
See Appendix 6 for a transcript extract to illustrate the process o f analysis 
See Appendix 7 for an example table
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2.6Research Quality Checks
Traditional criteria used to evaluate quantitative research are not meaningfully 
applicable to qualitative research (Willig, 2001). Accordingly guidelines have been 
developed which serve to ensure the quality of qualitative research and provide 
reassurance that qualitative research is methodologically rigorous (Elliot et al, 1999). 
Guidelines developed by Elliot et al (1999) which characterise appropriate 
considerations involved in the conduct of qualitative research have been utilised and 
applied throughout this study to ensure the quality of the design and data. Elliot et al’s
(1999) guidelines were considered appropriate for this investigation as they claim to 
locate themselves within a phenomenological-hermeneutic tradition which 
corresponds directly to the approach adopted by IPA.
Many of Elliot et aPs (1999) proposed guidelines are integrated indirectly throughout 
the write-up. For example attempts have been made to situate the sample by providing 
relevant information about participants in the Method (see Table 1). Efforts have also 
been made to ground the data in examples by using direct participants’ quotes to 
illustrate themes in the Results section to allow the reader to see the fit between the 
data and my understanding of it. In addition a detailed account of the analytic 
procedure employed has been provided as seen above.
In contrast some of the guidelines require a more explicit acknowledgement and 
description. These include the need to provide credibility checks and owning one’s 
perspective.
2.6.1 Credibility Checks
A number of methods were used to check the credibility of both the emerging and 
final interpretation of the data.
1. I met regularly with my university supervisor who has extensive research 
experience within the area of eating disorders and health psychology. Initially 
she independently read one rich transcript which allowed us to discuss my 
interpretation of the participant’s story and resulting themes. At a later stage 
we met to discuss my emerging cross-case analysis and she then read another 
transcript to ensure my themes were grounded in the data.
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2. During the analytic stage I met with my research supervisor who is 
experienced in qualitative methodology. She commented on my emerging and 
final list of themes in order to see if they were understandable and “made 
sense”. She also read one transcript to ensure the themes were grounded in the 
data.
3. I regularly met with three trainees also conducting qualitative research using 
IPA. These individuals read one transcript and were asked to jot down 
emerging themes that arose from the data. Ensuring discussion provided an 
opportunity for me to reflect on any biases in my interpretation and allowed 
me to continue viewing the data with an “open-eye”. In addition these 
individuals read a draft of my results section and were asked to examine 
whether quotations used to illustrate themes effectively “fitted” with the 
themes. This facilitated a discussion regarding any possible alternative 
meanings or understandings of participants’ accounts.
4. One participant agreed to comment on the analysis. To assist the individual 
structure his feedback a questionnaire was constructed and the individual 
asked to comment on specific themes, while leaving space for more general 
feedback to be given^\
2.6.2 Owning One’s Perspective
IPA recognizes that the exploration and understanding of participants’ experience is 
influenced by the researcher’s own view of the phenomenon under investigation. This 
realization that total objectivity is unachievable is married with the assumption that it 
is also undesirable (Ahem, 1999). IPA sees the researcher’s own assumptions as a 
necessary precondition for making sense of participants’ experience. Accordingly it is 
imperative I recognize and communicate my values, interests and assumptions and 
how these may have influenced my understanding of the data (Elliot et al, 1999).
I have had a long-term interest, both professionally and personally in issues that centre 
around eating and weight. As a woman in her late twenties with experience of 
restrictive-type eating disorders in my family I have experienced firsthand the
See Appendix 8 for the feedback questionnaire. At the time o f writing the participant has not 
provided feedback. The individual was advised that if  they no longer wished to provide feedback this 
would in no way affect the care and treatment they would be offered.
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pressures society places on us to be thin. Historically my interest in this area has 
focused on a one-sided consequence of this prevailing culture. I have researched and 
worked clinically with individuals with eating disorders of the restrictive type, e.g. 
anorexia nervosa. While working with this client group I have been struck by the way 
the tendency to restrict food is conceptualized as an “illness”, requiring understanding, 
intensive care and support for individuals to “recover”. Conversely I have also been 
struck by the way the tendency to overeat is viewed in a significantly different way 
with individuals not deemed “ill” but seen as being in control of their eating problems. 
Therefore providing them with treatment is seen as a waste of time and resources. My 
perception of this was reinforced while working in an outpatient eating disorders 
clinic during which I observed the reluctance of clinicians to work with individuals 
with binge-related rather than restricted eating behaviours. Indeed the view held in the 
team seemed to be that individuals not eating were a far higher priority than those 
overeating.
With levels of obesity on the rise I felt it important to give obese individuals a voice 
with the aim of contributing to an increased understanding of how such individuals 
can also be given the treatment, care and support I feel they deserve. I was also 
interested more globally in the processes involved in deciding to make a change. As a 
trainee clinical psychologist understanding the processes involved in change is a 
crucial element of my job. My professional orientation is also significant as the 
interpretation of the data was very much based within a psychological framework. 
Other professionals may have interpreted the data very differently.
I am not and have never been obese. This absence of obesity in my life is significant 
and I wonder if my weight affected the relationship with participants and what they 
felt was important to emphasize in their accounts. Indeed a number of participants 
reported that I could not understand what it is like to be obese and I wonder if this led 
to a more negative description of their experiences to ensure I understood what it was 
like to live in their shoes.
I hoped to utilize my naivety about the experience of being obese and approach the 
research from a stance of curiosity with minimal preconceived assumptions or ideas.
Maj or Research Proj ect 1 9 2
However I recognize the continual exposure that exists in our society about the 
negativity associated with being obese. I wonder if conversely this did initially bias 
me as I did not want to be too quickly drawn into the notion that obese individuals felt 
this same negative way about their status. In fact as I progressed through the research 
process I have come to understand the difficulties associated with being obese are 
central and that listening to the negative effects obesity has on one’s life is crucial to 
understanding why individuals decide to have obesity surgery.
I viewed obesity surgery as a positive and effective treatment option for those who 
decided to undergo it. I perhaps viewed the decision to undergo surgery as resulting 
from negative experiences and was surprised to discover that such a decision is 
reached due to more hopeful experiences.
As I learnt the importance of listening to participants’ negative experiences at times I 
found it challenging to stay in the “researcher role”. I found it important to maintain a 
balance of listening to individuals’ stories and offering support and validation when 
required. I was struck and at times horrified to hear the ways in which these 
individuals are treated and understood by society. This has been an important learning 
experience for me and has increased my understanding of the experience of some 
obese individuals. I hope to utilize this enhanced understanding in my clinical 
practice.
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3. RESULTS
3.1 Overview of the themes
The interviews produced a wealth of rich data, revealing a number of themes that were 
clustered into five overarching master themes (see Table 2). Participants described 
their personal histories and how they had arrived at the decision to have surgery. It 
was clear the effect their weight and size had on participants’ life provided an 
important context for their decision about how to lose weight. Participants described 
in detail the negative experience of being an obese person and how this negative 
situation was perpetuated by a continuation of their unhealthy lifestyles, even when 
there was evidence it was doing them harm. To this end participants utilized defence 
mechanisms to cope with such negative experiences resulting ultimately in the 
maintenance of status-quo, leading to an inability to change in the long term.
Participants also described the process of attempts at weight-loss and how although 
they are unsuccessful in losing and maintaining their weight-loss, these failed attempts 
lay the foundations for arriving at the decision to have obesity surgery. The final 
decision to have surgery however does not seem to emerge solely from these failed 
attempts, but requires a defining moment which offers hope of an alternative life 
trajectory. This hope allows participants’ defences to be dropped, enabling them to 
safely contemplate their own mortality and consider surgery as their last chance and 
an opportunity to break the vicious cycle of weight gain.
Accordingly this results section will describe five main themes which culminate in the 
decision to have surgery. These are “creating the defended self’, “being defensive”, 
“laying the foundations for change”, “motivations for surgery” and “hope”. The 
account will be grounded in verbatim extracts from participants’ transcripts^^.
^  Ellipses ( ......) indicate material omitted to ease readability.
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Table 2: Overview of Themes
Master Theme Superordinate Themes
1. Creating the Defended 
Self
i) It’s a cruel world
ii) It’s a horrible feeling
iii) Negative effect weight has on health
iv) Reduced ability to live life to the full
2. Being Defensive i) Defence mechanisms aimed at the external world
ii) Defence mechanisms aimed at the internal world
3. Laying the Foundations 
for Change
i) Past motivations for weight-loss
ii) Being told to lose weight is not enough of a motivator
iii) Failure of behavioural interventions
4. Motivations for Surgery i) Defining moment
ii) Sense of mortality
iii) Last chance
iv) Breaking the vicious cycle
5. Hope
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3.2 Master Theme 1: Creating the Defended Self
This theme encapsulates participants’ description of the negative effect their weight 
and size has on their life. It sets the scene for the subsequent theme “being defensive” 
and illustrates the experiences individuals endure that assist in creating the defensive 
person they become in order to cope and survive. The defended self is created through 
experiencing the negative effect weight has on life, both externally (from others) and 
internally (from the way they feel), the negative effect weight has on health and the 
reduced ability to live life to the full.
3.2.1 I f s  a Cruel World
All participants described how their weight influences the way they are treated by 
others. Their narratives were filled with numerous and distressing encounters of 
stigma, discrimination, rejection and the sense that others define and devalue their 
identity on the basis of their size.
Participants described an overwhelming negative attitude of others towards 
themselves as a direct consequence of their weight. Their experiences seemed to 
reflect society’s internalized negative view of obese people and how expressing such 
negative attitudes is an accepted form of prejudice. Participants described their 
experiences using terms such as “it’s a cruel world” (Chris), “I get the piss taken out 
of me” (Claire), and how they are seen as “a complete freak” (Sam), “weak” and a 
“lesser being” (Milly).
The stigma that participants encountered on a day-to-day basis was highlighted by 
Milly summarizing the accepted derogatory use of the word “fat” in our society:
“Just look at when people are...being abusive, you ’re a fa t bastard, yo u ’re 
never a thin bastard, you’re....a horrible fa t person, so there’s always 
something connected to being fa t that always has such a derogatory meaning”
While others described specific instances of stigma that stood out in their mind:
Maj or Research Proj ect J 9  6
“I  was in a bar one night and some women that I  didn’t know ...turned and 
said oh you should lose some weight and...I basically tore into her and said
look you know nothing about me.....how dare you even think you have the right
to say anything” (Paul)
Sam, who had been overweight all her life, described the stigma she experienced 
abroad, highlighting its universal presence:
In Asia it was like 10 times a day.... I ’d walk past and they’d  tap each other
and go look and point and just laugh I ’ve never been faced with such a
barrage o f  abuse before ” (Sam)
Jo described how the stigma associated with being obese affected not only her but, by 
association her children who would ensure, through careful planning the opportunity 
to attend school events would not arise:
“My children didn’t like me going to open evening....I’d heard them talking in 
the bedroom and my son said I ’ve got open evening coming up, who’s going to 
do something....and my eldest daughter said....I’ll go and do netball that day”
Participants suggested that such stigma was often accompanied by discrimination that 
they experienced due to their size. The nature of which ranged from using public 
transport and being unable to “sit on that seat cause you’re too big” (Jill) to 
discrimination in employment opportunities:
“You know people overlook you, because in the past it happened to me I
was overlookedfor jobs or positions just because o f  the way Hooked” (Milly)
Sam’s reflections on her travels through Asia illustrate a wealth of weight-based 
discriminatory practice:
“Some people said I  couldn’t get in a taxi because it wouldn’t f i t  me... I  was 
too heavy for a deckchair, there’s so many examples I  could give
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y  ou...basically you ’re too fa t for this country get out that was the kind o f  
message I  was getting”
Many participants described feeling rejected and ostracized by others. People they 
came into contact with, both at work and socially were often unwilling to engage with 
them. This lack of acceptance was seen to result in a sense of watching the world from 
the sidelines and feeling that they did not belong, living in a world that did not want 
them:
“Girls used to go out but never asked me to go out....y  ou ’re never going to be 
accepted as a big person ” (Claire)
Sam expressed her desire to be accepted by others despite her size:
“I t ’s always been about getting someone to love me or getting someone to 
accept me or just in general feeling accepted”
In contrast Paul felt he was accepted by the people that really mattered who were able 
to see his inner being:
“My fiancé accepts me fo r  me as lam, she accepts me as la m  ”
Some participants felt their identity was continually defined and devalued by others on 
the basis of their size to the exclusion of other attributes or characteristics. They 
described living in fear of being labelled and judged as Tina explained, “it’s the public 
around you that you’re worried about more than anything”:
“You know as much money you spend to make your dress nice.... in their eyes 
you're still a big person... doesn't matter how nice you are or your personality, 
they just look at your size and think here you are, that is a big women ” 
(Claire)
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Participants’ accounts demonstrate the lack of understanding and tolerance that exists 
in their world for being who they essentially are. This could be interpreted as 
participants feeling punished for just “being”, frequently given the message that there 
is something inherently wrong with them.
3.2.2 ICs a Horrible Feeling
All participants described the negative consequence their weight has on the way they 
feel about themselves. These internal consequences commonly resulted in feelings of 
depression, low self-esteem, a sense of powerlessness and feeling cut-off from the 
world.
Many participants described experiencing symptoms of depression. Milly quite simply 
stated “you get depressed” while others expressed a general view that being obese 
makes you feel “so unhappy with life” (Claire) and “like shit really” (Jill). For Jo, 
caring for her family helped repress her feelings of depression but since becoming free 
of such responsibility she “suddenly realized that me wasn’t very happy”. Other 
participants described experiencing severe depressive symptomatology, their words 
creating an evocative picture of a life filled with hopelessness and despair.
“It (being obese) just makes you want to disappear it just doesn’t make you 
wanna be here anymore, it makes you feel like life’s not worth living” (Ann)
“I  can’t remember a time when I  was happy....before I  started seeing a 
counsellor I  was....bordering on insanity I  was completely depressed, I  
wouldn’t go out, I  refused to go out anywhere ” (Sam)
For many participants their weight resulted in significant feelings of low self-esteem, 
low-worth and for some, utter disgust at the person they had become. Ann was 
extremely fi*ank when describing the way she felt about herself using terms like “I 
know what I am” and describing herself as “fat and ugly, my body is so ugly, it’s 
repulsive to look at”. While Chris explained rather more generally that “you don’t feel 
good in yourself’. This lack of self-esteem was so deep-rooted, any evidence that 
could contribute to the contrary was quickly dismissed:
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“A thousand people could tell me I ’m beautiful and one person could tell me 
I ’m ugly and I  would believe the one person over the thousand other people...! 
don’t believe that anyone could ever feel that I ’m worth taking the time over to 
do anything” (Sam)
For others their lack of self-esteem was conceptualized through descriptions of their 
overwhelming sense they did not deserve to be wanted or loved,
“I  did feel that somehow I  had to be grateful to people to be my friends and to 
be my lovers....because you know look he’s taking me up instead o f... all the 
others he could have ” (Milly)
or questioned people’s motivations for showing interest in them:
“I  don’t deal with types o f  (sexual) relationships just because I  feel like it was 
something that was never brought to light when I  was younger and so 
it....makes you feel why now...because you have such a bad se lf perception o f
yourself you wonder why do they think so differently or do they think
differently or are they doing it for a certain reason (Jill)
For participants being obese also resulted in a sense of powerlessness and 
helplessness. For some this was expressed by descriptions of their total reliance on 
others to do or go anywhere and was understood as an articulation of their complete 
lack of control. While the descriptions of others suggests they feel entrenched in a 
continual battle that can never be won:
“I ’m housebound...not able to go out anywhere, when I  want to i t ’s a case o f  
having to arrange for someone to pick me up....its really being able to get up 
in the morning and say right I ’m going to (town)... .you just can’t do that ” (Jo)
“Ifeel like I ’m dragged down by the ankles all the time that I ’m sinking....like 
someone’s just dragging me down.... so whatever I  do there’s just like a brick 
wall in front o f me ” (Claire)
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Many participants described feeling cut-off and unable to join in with the world 
because of the restriction imposed by their weight. These feelings of isolation were 
conceptualised through accounts of an inability to join in with simple family activities 
to being unable to keep up with other children at school, as well as a perceived 
inability to play an active role in society.
For example Jo felt excluded from family activities while her children were growing 
up:
“When they (the children) started playing ball I....sat and watched....when 
they were on the swings it was a case o f push them for five minutes then go 
and sit down and watch while my husband did it all”
While Milly described a fear of becoming totally isolated and cut-off from the rest of 
the world:
“I  don’t want to live my life secluded at home because I  can’t face the world 
or I ’m not well enough to work”
While for many, feeling cut-off was a central part of their experiences, other 
participants described a determination to “never let (weight) hold me back” (Paul), or 
revealed a more accepting attitude regarding their inability to perform particular tasks:
“Yeah it stops me doing things like bungee-jumping but who really wants to ” 
(Tina)
3.2.3 Negative Effect Weight has on Health
Poor health was a negative consequence of obesity status for all. Many described the 
onset of specific medical disorders such as “psoriatic arthritis” (Milly), “diabetes” 
(Jo), and “high blood pressure” (Chris). Health complications were conceptualized as 
occurring because of high weight as well as recognition that with weight-loss such 
conditions would improve:
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“I  have arthritis that’s worsened by the weight, I  have a heart condition that’s 
worsened by the weight....! have various other conditions all o f  which are 
worsened by the weight, i f  I  lose the weight most conditions will either 
disappear or significantly improve ” (Paul)
All participants described experiencing more general poor health as a result of their 
“body rebelling against the weight” (Tina). Such indications ranged from feeling 
“tired all the time” (Chris) to experiencing difficulty with “breathing problems” (Ann) 
while many found it “very painful to move around too much” (Jo). Claire expressed 
her worry at the deterioration of her physical health:
“I  get a lot o f sores ...health-wise I ’m struggling with breathing, back pains, I  
mean I  keep having fa lls” (Claire)
It was understood that participants were experiencing the failure of their physical self, 
indicating their weight was slowly killing them. The effects of such poor health were 
understood as perpetuating their weight difficulties, resulting in an inability to engage 
in behavioural weight-loss interventions such as exercise.
3.2.4 Reduced Ability to Live Life to the Full
The final negative consequence of obesity status portrayed by participants was how 
their weight impeded their ability to carry out a “proper life” (Ann) and restricted their 
opportunities and choices.
For many “clothing is a big issue” (Chris) as “it’s hard to get clothes” (Ann) with 
many feeling “sick of wearing tents” (Jo).
“You think well yeah i t ’s nice but I  can’t wear it so forget it, so yeah I  think it 
is something that’s really held me back a lot (Jill)
The majority felt their weight limited their opportunities in life with many unable to 
perform simple daily activities. Tina explained “I can’t get in and out of the bath 
properly” while Jo found housework an impossibility as “I just can’t stand up long
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enough to do it”. Others described how their weight restricted their ability to 
experience simple pleasures in life as Chris explained “I can’t go on long walks” 
while Claire couldn’t “go swimming because of my weight”. Opportunities to travel 
are also limited as many found they “can’t sit in a plane seat and that stops me going 
on holiday” (Tina). Milly summed up the effect her weight had had on her choices by 
explaining:
“Weight is not the only factor that dictated upon my choices hut certainly i t ’s 
had such a hearing on them ”
For some participants their weight had resulted in a lack of spontaneity in life and 
“just not being able to decide on the spur of the moment to do this and that” (Jo), 
while others felt they were “not even living” (Ann) and expressed a sense that their 
life was on hold:
“My life is on hold in that sense you know what I  mean, my life still moves on. 
I ’m still getting older but while I ’m here, my weight’s an issue, my life is on 
hold” (Tina)
To conclude all participants described a variety of ways in which their weight 
negatively impacted on their life. The focus of these negative consequences seemed to 
have four facets and related to the way they are treated by others, the way they feel 
about themselves, how their weight results in poor health and how it reduces their 
ability to live life to the full.
Participants’ descriptions of the negative way they are treated by others are supported 
by the wealth of literature that exists detailing the widespread prevalence of obesity 
bias, stigma and discrimination experienced by the obese population (Puhl & 
Brownell, 2001 & 2003; Boucchieri et al, 2002). Such stigmatising practices against 
the obese have been documented as early as the medieval times (Stunkard et al, 1998). 
The personal atrociousness of this treatment can be appreciated by a study that found 
once obese individuals lost weight and were given a choice between morbid obesity 
and other disabilities, such as deafness or heart disease not one chose to return to their
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obesity status (Rand & MacGregor, 1991). A number of theories exist that attempt to 
explain the origin of weight stigma (see Puhl & Brownell, 2003 for a review). The 
attribution theory is one approach that has received the most empirical attention in the 
weight bias arena. This proposes that obesity stigma results from a social ideology that 
uses negative attributions to explain negative life outcomes (Crandall, 1994). That 
despite evidence which suggests the onset of obesity is the result of a complex 
interplay of many factors (Ogden, 2003), society believes obese individuals are 
responsible for being overweight and they have somehow “got what they deserve” 
(Crandall, 1994).
Participants’ descriptions of how their weight negatively impacts on their 
psychological well-being and perception of self were striking. They appeared eager 
for me to understand how “dreadful” being obese is. Their experiences support 
literature that indicate poor levels of well-being and serious psychosocial dysfunction 
among the obese population (Karlsson et al, 1998), particularly in relation to levels of 
anxiety and depression (Sullivan et al, 1993), with evidence of a higher level of 
distress displayed in those seeking hospital-based obesity treatment (Bocchieri et al, 
2002). Obesity-related health issues were a significant problem for all. Such 
experiences find reflection in reports that indicate weight-loss for obese individuals is 
associated with a number of significant health benefits (Sugarman et al., 1992; 
Goldstein, 1992; Cooper & Fairbum, 2001; NICE 2002).
For participants, the life of an obese person was filled with disgrace, depression, pain 
and frustration, a wide array of difficult experiences and emotions that would need to 
be coped with and managed in order to survive the “cruel world”. The ways in which 
participants both described and alluded to coping with these negative experiences is 
addressed in the subsequent theme “being defensive”. Therefore the negative 
consequences of being obese are understood in terms of the process of “creating the 
defensive self’ as they result in the act of being defensive.
3.3 Master Theme 2: Being Defensive
Participants described coping with the negative consequences of being obese, both 
explicitly and implicitly. Their coping mechanisms appear to relate in particular to
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two facets relating to the negative consequences of being obese, the external (“It’s a 
cruel world”) and internal (“It’s a horrible feeling”) negative effects weight has on 
their life. In short, a number of coping strategies have been developed by participants 
to allow them to cope with the ways others treat them and the negative ways in which 
they view themselves. These are; defence mechanisms aimed at the external world and 
defensive mechanisms aimed at the internal world respectively.
3.3.1 Defence Mechanisms Aimed at the External World
A number of strategies were employed by participants to cope with the negative way 
they were treated by others. Some used “humour as my defence mechanism” (Sam) 
while Claire explained “you don’t show your feelings”, in an attempt to control how 
others saw her, describing this as “like a protection”. She went on to explain having “a 
front and always being cheerful” to disguise that “I’m dying inside”. Some 
participants were able to recognize how attempts to protect themselves from the 
negative external world became a rigidly used defence mechanism, ensuring no one 
came too close, the result of which may have amplified feelings of isolation and 
depression:
“I  always had to make an extra effort to appear very well groomed, very well 
spoken.....just to make myself acceptable to people, and then somehow it 
probably became my suit o f  armour, it became my defence, you know you can’t 
go any further, do not come near me ” (Milly)
In an attempt to cope with the barrage of abuse directed at her while travelling Sam 
utilised her defensive ability to “shut down” and split away from the part of her being 
abused:
“I  kind o f  made me withdraw into myself....Fm just going to look at the 
ground and walk...that’s...a way o f  blocking it out... over the years I  kind o f
developed a technique o f blocking things out I  would completely not hear
what the person was saying and its got stronger over the years it helps me
in those situations because literally I  can’t hear it anymore I  couldn’t hear
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anything around me couldn’t hear or see the people taking the piss I  knew it 
was going on but I  couldn Y see it ”
Therefore participants described a range of defence mechanisms employed to cope 
with the danger and pain that exist in their external world. Such mechanisms ranged 
from overcompensating with regard appearance to overcome exterior deficits, to 
maintaining interpersonal distance, in addition to showing no weakness and 
suppressing the opinions of others. These coping mechanisms were essentially 
understood as a way of creating a protective shield around themselves to limit the 
damage their external world could do.
3,3.2 Defence Mechanisms Aimed at the Internal World
Many participants described a sense of disbelief with regard their weight and at times 
insisted their eating habits were not to blame, that it was not their fault. This way of 
understanding the cause of their obesity could be seen as an attempt to protect their 
already fragile psychological state and low self-esteem by denying weight regulation 
is in their control. That it is too painful for these individuals to accept their weight is a 
consequence of their behaviour. The interpretation suggesting individuals are 
defended against accepting ownership with regard their weight is evidenced by the 
many contradictions individuals made about their eating habits. These ranged from 
insisting they ate a typical and healthy diet to an acknowledgement that their eating 
habits may have contributed to their current size.
For example Ann spent considerable time expressing disbelief at her weight with the 
view that she ate normally and sensibly:
“Fm pretty normal I  think where fo o d ’s concerned, I  don’t binge eat, Fm not a 
chocolate lover.... Fm quite healthy in my food choices ...Fm not sitting there
stuffing twenty-four hours a day like some people cause I  always say how
on earth did I  get so fa t eating what I  do when they eat twenty times more, how 
on earth did I  get so fat? ”
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However at other points of the interview Ann contradicted this earlier statement and 
described a different understanding of her eating habits:
“When I  make mashed potato I  put butter in it, I  like garlic mushrooms with
butter but I  mean I  eat healthy choices with butter but I  do tend to
overeat some days I ’m a terrible eater ”
Similarly Jo was adamant she stuck to a strict diet yet continued to put on weight:
“I  don’t overeat, I  only have two meals a day”
When asked why she thought she continued to put on weight despite sticking to this 
strict diet she replied:
“No... idea at all because when I  go on a diet I  go on that diet....there is no 
reason for me to be putting weight on ”
Ann later explained that in actual fact she tended to lose the motivation to stick to 
diets and was, in her eyes currently eating too much:
“I  then thought well sod it I ’m not going to bother dieting and I  just carried on
eating what I  wanted when I  wanted I  probably do eat too much especially
now I  mean I  don’t do anything ”
Therefore many participants seemed to defend against the recognition that their eating 
habits maintained and contributed to their weight gain. Their denial is an 
understandable response to the stressful situation they find themselves in and allow 
them to continue living from day-to-day.
The way in which we cope with negative emotional states and experiences is a 
phenomenon that has received much attention within the field of psychology. It is well 
documented that many different types of defences can and are used to manage 
intrapsychic (internal) and interpersonal (external) conflicts and that these exist to
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protect one from perceived danger and ensuing psychic pain (Lemma, 2003). This 
finds reflection in the accounts of participants who appear to use their defence- 
mechanisms to manage their negative internal and external worlds.
We all need and use defences, although they can be used too rigidly or exclusively. 
Lemma (2003) suggests when defences are used excessively they can prevent us from 
becoming aware of what troubles us and so prevent us from developing a relationship 
with our internal and external reality. In such cases defences can create an element of 
status quo and “stuckness” when faced with a problem that requires change as a 
solution.
The defence-mechanisms participants described relate to concepts detailed in the self­
regulation model of illness cognition and behaviour (Leventhal and colleagues (1980; 
1997) outlined in the introduction. This model highlights the importance of emotional 
responses such as fear and distress in predicting help-seeking behaviour. Leventhal et 
al suggest that defence-mechanisms such as denial can be used to cope with such 
negative affect and hinder the likelihood of one seeking help.
Therefore the processes involved in both “creating the defensive self’ and “being 
defensive” seem to result in participants becoming “stuck” in a status quo. Although 
the defences employed serve to protect from, and allow individuals to cope with their 
many negative experiences and emotions, at the same time the very act of “shutting 
down” and/or denying reality seems to block and delay their ability to seek help and 
implement sustained change. This interpretation is supported by Milly’s explanation 
that:
“Well yes because a lot o f  that (negative effect) stops you from looking at a 
problem with a wanting to solve it sometimes we, the way we are and the way 
we behave is dictated by the way we feel and you become so entrenched in that 
sort o f thinking and behaving that you somehow cannot look at anything, 
either a problem is too big to be tackled, either you feel too worthless or to 
small to....do anything and then you beat yourself up because you haven’t 
done anything about it “
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3.4 Master Theme 3: Laying the Foundations for Change
Before individuals arrived at their decision to seek obesity surgery all described a 
detailed history of attempted weight-loss behaviour. Their narrative included past 
motivations for weight-loss and the description of a wealth of behavioural methods 
repeatedly tried that failed to produce sustained weight-loss. This theme 
conceptualizes the process individuals go through before arriving at their decision to 
seek surgery. This is viewed as laying the foundations for change as these extensive 
attempts at weight-loss are viewed as a prerequisite before the decision to seek 
surgery can be reached.
3.4,1 Past Motivation fo r Weight Loss
For some participants past motivation to lose weight came from a dissatisfaction with 
their appearance and a desire to “get into nice clothes” (Ann) and “feel more 
attractive” (Sam). Some acknowledged this aesthetically driven motivation alone was 
not sufficient for sustained change.
“It was the way I  looked that concerned me most... my motivation was always, 
I  want to be pretty or slim and I  suppose that that wasn’t enough o f  a 
motivation, it doesn’t last very long” (Milly)
Others described past motivation was driven by a desire to improve their 
psychological wellbeing, “to be happier” and “feel good in yourself’ (Chris). This was 
associated with the view that being thin would result in higher levels of contentment 
and happiness: .
“Ijust wanted to be happy, I  associate being slim with being happy” (Sam)
In contrast participants also described more specific health-related motivators for past 
weight-loss attempts, for example Paul explained “I’ve tried to lose weight for the 
sake of my health”. For some the thought “that my health is going to go really bad” 
(Tina) was a persistent motivator, while for others a family history of weight-related 
medical conditions prompted weight-loss attempts:
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“For my health.... I  mean my father died o f a heart attack...my...brother had a 
heart attack at 41, my...brother’s got high cholesterol, my mum's got high 
cholesterol and I've got high cholesterol” (Claire)
3.4.2 Being Told to Lose Weight is not enough o f a Motivator
Many participants explained that being told to lose weight was both not helpful nor an 
effective method of prompting weight-loss behaviour. They recalled instances of 
being “nagged to lose weight” (Chris) and how, for Jill this often resulted in feelings 
of anger because “people don’t tell me what to do with everything else why tell me 
what to do with food”. Consequently for Jill being told to lose weight resulted in a 
desire to rebel:
“The more people tell you do something the more you don’t want to do it”
Paul described how being told by his GP that if  he did not lose weight he would not 
live to see his daughters 21^ birthday was not an effective strategy in motivating him 
to lose weight and his response to this was “well ok he (GP) said that but I’m not 
really going to”. Milly statement explains why Paul’s GP’s “shock-tactic” approach 
was an ineffective method for motivating weight-loss and how the decision to do so 
must come from within:
'L  always find  that knowledge is not sufficient unless you ’ve got motivation ”
Therefore being told to lose weight does not seem to be an effective motivating 
strategy. This is interesting as for some participants being told their weight posed a 
significant threat to their life seemed to increase the defences they employ to cope 
with negative affect. Their heightened defensiveness resulted in an inability to trigger 
change and lowered motivation to engage in weight-loss treatment.
3.4.3 Failure o f Behavioural Interventions
All participants described an extensive history of attempted weight-loss using a vast 
array of behavioural methods. For many this resulted in a life time of dieting, for 
example Tina explained she had “been on diets of one form or another since I was
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about twelve” while Jill felt she had tried to lose weight “literally all my life”. All had 
tried a variety of diets ranging from “sensible things like weight-watchers to silly 
things like slim fast” (Sam).
“You name the diet and I ’ve been on it i f  there’s a diet going round I ’ve
been on it, I  kid you not” (Jo)
All participants described the failure of behavioural methods and how “they just don’t 
seem to work” (Jill). The general consensus appeared to be that although such 
methods result in some short-term success they fail in the long-term, ultimately 
resulting in weight regain:
“I ’ve tried all sorts o f  diets and the...big problems with dieting as far as I ’m
concerned is....you might lose some weight you might even keep it o ff for a
while...but unless the...diet is something you can live with on a long-term 
basis you ’re not going to keep the weight off” (Paul)
In addition to weight regain many participants explained that dieting results in 
additional weight gain, which then contributes to feelings of depression and 
individuals “give up”.
“I  mean my experience and the experience o f  most people with weight 
problems, once you ’ve lost weight, the minute you, you don’t go back to your 
original weight you actually put on more so it becomes you know a vicious 
circle plus you get depressed and you think oh you know well what’s the point 
i f  le n d  up like this” (Milly)
This theme encapsulates participants’ descriptions of the experiences they go through 
before reaching their decision to seek obesity surgery. All describe repeated historical 
planned attempts at weight-loss through behavioural interventions, the use of which 
are motivated by a desire to improve their appearance, psychological well-being and 
physical health. These motivations are conceptualized as ongoing and persistent and 
influencing the decision to lose weight in a gradual “drip drip” fashion. They seem to
Maj or Research Proj ect 2 1 1
operate by generating dissatisfaction with participants’ current self and create a 
gradual realization that something needed to change. This supports concepts proposed 
by social cognition models (Rosenstock, 1966; Ajzen & Madden, 1986; Prochaska 
and DiClemente’s, 1992) which emphasise behaviour change as a result of a slow 
process of cognitive shifts and the development and implementation of behaviour 
intentions or plans.
These general motivations lead to the implementation of behavioural methods for 
weight-loss. However participants explained such methods just do not work. Rather 
they result in weight cycling, short-term weight-loss but in the long-term weight gain. 
These accounts support the extensive literature detailing the failure of traditional 
weight-loss interventions (NHS Centre for Reviews and Dissemination, 1997).
Thus it is understood that ongoing and persistent motivations for weight-loss that lead 
to the process of gradual actions to change are not sufficient in maintaining sustained 
change and cannot alone explain why an individual chooses surgery. Instead they are 
seen as a process of laying the foundations to change and contribute to the decision to 
seek surgery.
3.5 Master Theme 4: Motivations for Surgery
The majority of participants described experiencing a defining moment that triggered 
their motivation for seeking surgery which stood out vividly in their mind. This 
moment was seen as differing from past persistent motivations for weight-loss and 
appeared to have an immediate effect on how they perceived the need for, and their 
ability to, change.
For participants these defining moments promoted an acceptance of cognitions that 
motivated their decision to seek surgery. These defining moments allowed individuals 
to become aware of and realize their own mortality in a way they had been unable to 
do so previously. This then led to a conceptualization that change needed to occur and 
surgery was seen as their “last chance” of losing weight in addition to being viewed as 
an opportunity to break the vicious cycle of depression, overeating and weight gain.
Maj or Research Proj ect 2 1 2
3.5.1 Defining Moment
The majority of participants could recall a defining moment which triggered their 
decision to seek obesity surgery. These defining moments varied from individual to 
individual and ranged from specific moments of crisis when their health and life was 
threatened, but more commonly seemingly mundane, everyday experiences.
Chris’ defining moment came when he was rushed into hospital with a suspected 
aneurysm. He described “never having had a scare like that before” and clearly found 
the experience of being taken by ambulance into hospital and finding himself “hooked 
up to a heart machine” shocking and distressing. His overriding thought while lying in 
the hospital bed was “I just don’t wanna do this anymore”.
Ann’s defining moment, although similarly related to an experience in hospital, was 
quite different. She described being shown a bone-scan of her body due to treatment 
for cancer and explained how seeing her skeleton (which she defined as her “true thin 
self’) in the scan triggered her decision to seek obesity surgery:
For others their defining moment came while engaging in common daily occurrences 
which for many involved seeing others successfully lose weight following surgery. 
For example Paul described unexpectedly bumping into an old colleague he had not 
seen for some time and noticing the weight she had lost as a result of surgery:
“A women I  had worked with...and I  hadn’t seen for....six years, I  bumped 
into her....I hardly recognised her...when I  used to work with her, to put it
bluntly she was like a bull... and then I  bumped into her she had had all this
surgery and lost weight and I...thought oh that’s interesting that pushed me
towards the surgery”
While for Jo the defining moment came during a visit to the park with her grandson 
and sister who had had surgery. Jo described feeling full of jealously as she watched 
her sister playing football with her grandson while she sat watching from the 
sidelines:
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“Ihadn  Y seen her (sister) fo r a couple o f months....! saw all this weight falling 
o ff here we went to the park and she’s playing football with my grandson and I  
was sitting watching them and...I said alright....now tell me I  said how do I  
get this ” (the surgery)
For two participants their defining moment came as a result of media influence. Claire 
explained that:
“Something hit me over the head this programme on TV... this person was
quite a big person and the she had all this done (the surgery) and she started 
losing weight”
While Milly reported that:
“All o f a sudden an advert in the paper sort o f  spoke to me ”
Sam could clearly recall the moment she decided to seek surgery was during a 
walking tour while travelling in India:
“We went for a village walk and literally every single person stared at me in 
the whole entire village, every single child, women, man, donkey, goat was just 
looking at me.... from the minute we left the hotel it started....it was really at 
that point Iju st thought. ...if I  don Y do something I ’m always going to feel like 
this and that is kind o f  why at that point I  decided”
Therefore the majority of participants described a variety of defining moments that 
directly prompted their decision to seek obesity surgery. For some these defining 
moments involved seeing another person have the surgery and successfully lose 
weight, for others the defining moment came via a simple act of seeing an x-ray of 
their “true” and not fat self, while for others the moment that triggered their decision 
to have surgery was one that drove home how their weight was negatively impacting 
on their life, both in terms of how they were treated by others and their health.
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3.5.2 Sense o f Mortality
The defining moments detailed above seemed to enable participants to realise their 
own mortality in a way they had been unable to do before and acknowledge how their 
weight posed a serious threat to their life. For Milly this led to a change in her 
motivation for losing weight stating “it’s not an aesthetic thing anymore it’s my life, 
now is the time to act, not tomorrow and not the day after tomorrow”. Others 
described realizing they “could not have that long for life” (Jill) and fears that they 
might “have a heart attack and drop down dead” (Ann). Similarly Chris explained he 
did not “want to have a heart attack and die now”.
These sudden changes in how individuals saw themselves seemed to represent 
experiencing an “epiphany” of how their weight posed a serious threat to their life:
“All o f  a sudden I  realized....! might not live until 60, that’s what really hit 
me ” (Claire)
The “defining moments” were seen as lifting the defences participants had created to 
protect themselves from their negative internal and external worlds through the 
injection of an element of hope (to be discussed in the next theme). In doing so 
participants were able to accept the reality of their situation, in a way that had 
previously been too threatening, and acknowledge the threat their weight posed to 
their life.
3.5.3 Last Chance
Following the acceptance and realization that their lives were under threat, 
participants described seeing surgery as their “only option” (Tina) to lose weight. 
Some individuals explained that “basically I’ve tried every other option” and surgery 
was seen as their “last chance” (Claire). Surgery was seen by many as the only hope 
of being able to lose weight:
“Cause really at the end o f the day this is my only hope o f  ever being thin ” 
(Ann)
Maj or Research Proj ect 2 1 5
“I  think surgery would be the only way I  could lose weight” (Chris)
3.5.4 Breaking the Vicious Cycle
Some participants were motivated to have surgery as they saw it as an opportunity to 
break the vicious cycle of overeating and inability to exercise they found themselves 
in. Many spoke of feeling “stuck” as their size meant they were unable to exercise, 
being unable to exercise meant they put on more weight and putting on weight led to 
feelings of depression as outlined in earlier themes. The restrictions surgery would 
impose on food intake, seen as “forced weight-loss” (Paul) was seen as an opportunity 
to break the cycle and re-educate the mind and body.
“I  can do that (lose weight) as part o f  the re-education I ’ll also have increased
energy levels I  can get out more and I  can exercise again /  don’t see
the...surgery as being a silver bullet, I  see it as being an opportunity to 
change ...re-educate myself and basically as an aid” (Paul)
Paul’s view of not seeing the surgery as a quick fix or “silver bullet” was echoed by 
others:
“I  mean this is not a quick fix  it will be the start o f a process.... its going to 
give me a kick start” (Milly)
The defining moments described by participants as the immediate trigger to their 
decision to have surgery go against the long-standing view that change is unlikely to 
occur in this fast and immediate manner and is rarely triggered by a discrete, single 
event (Zimmerman et al., 2000). Although the defining moments participant’s 
described find some reflection in recent evidence suggesting salient life events may 
directly prompt behaviour change and/or help-seeking behaviour (Ogden & Sidhu, 
2006; Ogden et al., 2006 & Ogden & Hills, in press) and research that suggests 
“catastrophies” can suddenly motivate change (West & Sohal 2006), differences also 
emerged.
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Instead of descriptions of life-crisis or catastrophies as supposed by the 
aforementioned literature the majority of participants described more seemingly 
mundane and routine life events (conceptualized as “defining moments”) which 
triggered their decision to seek obesity surgery. This is interesting as for many 
participants it was a routine life event that triggered their decision to have surgery, 
while experiencing more “life crises” or catastrophic events actually served to 
heighten their defences and impede their ability to change and seek surgery. It is 
understood that these defining moments allowed participants to drop their defences 
and subsequently acknowledge their own mortality. Surgery was then seen as their last 
chance and only way of losing weight and an opportunity to break the vicious cycle of 
weight re-gain.
The notion that change may occur from such a minor event is supported by current 
literature. For example the Chaos Theory (West, 2006) was developed from the 
discovery that a minuscule difference in the initial state of a computer program 
designed to model atmospheric conditions led to massive differences in the output of 
the program. This led to the notion of the flapping of butterfly wings in Asia being 
responsible for storms in America (West, 2006). Human behaviour appears similarly 
“chaotic” as the majority of participants describe their decision to seek surgery was 
triggered by a seemingly minor life occurrence. In addition Waddington’s (1977) 
Epigenetic Landscape Theory suggests that such minor events may lead to change 
when individuals are essentially ready and prepared for change, which finds reflection 
in participant’s historical attempts at, and persistent motivation for, weight-loss, 
conceptualized as “laying the foundations for change”.
3.6 Master Theme 5: Hope
The final theme to emerge from the transcripts was the role of hope. Central to the 
defining moment that triggered participants’ decision to seek surgery, (outlined above) 
was its ability to generate a sense of hope. Participants’ descriptions of such events 
suggest that the majority of defining moments share one crucial commonality; they 
offer an element of hope in an otherwise hopeless world. It is suggested that through 
experiencing hope participants feel able to safely drop their defences and
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acknowledge the need for change which ultimately resulted in their decision to seek 
obesity surgery.
The hope provided by the defining moment allowed some participants to see 
themselves in a different light, gaining a glimpse of another version of their self. For 
example seeing a bone-scan of her body provided Ann with the opportunity to see her 
“thin” self and revealed the person she wanted to be did exist, albeit deep inside her:
“My orthopaedic surgeon... got a bone scan cause o f  my tumour and then he’s 
like my body there and there’s me, there’s all my fa t and he goes the kids 7/ 
look, there’s a little mummy in there trying to get out you know I  mean that’s 
what I  really mean there is a little me here....seeing it on the bone scan yeah 
there’s me and there’s the big me....that’s when I  decided to go for it 
(surgery) ”
Paul was able to see the self he wanted to become realized in another (a friend who 
lost weight following surgery) providing hope of an alternative future self for himself 
which he describes as triggering his decision to seek surgery:
“I  think it was, I  actually saw a method that had worked”
In a similar vein Claire described feeling as though “something hit me over the head” 
while watching a television programme portraying successful weight-loss through 
surgery. Jo’s narrative also supports the view that being provided with hope through 
another’s successful weight-loss leads to the decision to have surgery as the process of 
seeing “all this weight fall o ff’ her sister and watching her “grandson have fun playing 
football with my sister” instilled hope that she too could have such a future.
Following Sam’s distressing account of her defining moment in India where she found 
herself the target of extreme stigma she then described how the experience also 
offered her a sense of hope. Sam described the reason this event had been so powerful 
was because another member of the tour had realized how she felt and chose to walk 
beside her, in silence for two hours to support her through the dreadful ordeal.
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“One o f  the guys that was on the tour he... I  don’t know about ten minutes into 
it he just... came and stood next to me and walked along in silence...! didn’t 
say a word to him, he didn’t say a word to me and we didn’t speak to anyone 
else ”
Sam then described how this simple action had filled her with hope:
“I  ju s t thought that maybe people can be nice even to a fa t person he
just made me feel like I  was important enough to somebody for some small 
amount o f  time that they could be bothered to care cause I  don’t feel like 
anyone is ever bothered to care about me or that anybody cares about me fu ll 
stop ”
For Sam this simple act of kindness provided hope of an alternative view of herself, 
one that was important enough to be treated with kindness, in addition to an 
alternative view of others and the world, filled with less cruelty.
Although Chris’ defining moment of being rushed into hospital did not seem to 
include a moment of hope for himself he later explained that he felt if  he could lose 
weight, become healthy and feel better in himself this may motivate his son to have 
surgery. Chris explicitly described his view that if his son could see him succeed in 
losing weight this may provide him with hope and an improved psychological well­
being which could trigger his decision to make a change and lose weight:
“I  want to be like a motivator fo r  him (son) yeah I  want to show him that you 
can admire that I  can have it done and yes I  can lose weight.... so h e ’ll be 
happy with himself to try and do it him self’
Therefore the majority of participants described their decision to seek surgery had 
been triggered by a defining moment and that this defining moment had provided 
them with hope of a different future self. For some this provided hope through seeing 
the self they aspired to be did exist and therefore could be realized, for others hope of
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an alternative life trajectory was offered through seeing others successfully lose 
weight though surgery.
Other participants described the importance of hope in different ways that served to 
reinforce the hypothesis that a moment that offers hope is a crucial factor for 
motivating participants to seek surgery. This was evidenced by Chris’ articulation of 
the importance of providing hope for his son through his own weight-loss, which 
would then trigger his son’s motivation for surgery.
Hope of an alternative self is a motivating factor that can be understood using the 
“cart metaphor” (West, 2006). This suggests that motivation is dictated by what 
“pushes” and “pulls” us. Negative consequences of being obese such as being told to 
lose weight, and experiencing stigma and health problems could be conceptualized as 
“pushes” of motivation, i.e. they push us into making a change. A defining event that 
offers hope of a desired future however is perceived as a “pull” of motivation leading 
to action to bring about this desired future. Participants’ accounts suggest that 
“pushing” motivators alone are not sufficient in motivating them to seek obesity 
surgery. Rather they also require the experience of an event which offers hope of an 
alternative future that “pulls” their motivation to seek surgery.
Major Research Project 2 2 0
4. DISCUSSION
4,1 Summary o f Findings
The present study aimed to explore participants’ motivation for seeking obesity 
surgery and the meaning of experiences that result in the decision to seek surgery as a 
solution for weight-loss. This was achieved by exploring participants’ personal 
histories and the experiences involved in the process leading up to their decision to 
seek surgery.
The results suggest the negative effects of being obese provide an important context 
for understanding the decision-making processes involved in seeking surgery. In order 
to cope with these negative experiences participants utilised defence mechanisms such 
as denial and repression to protect themselves from debilitating depression and pain. 
Although these defences serve to protect from, and allow participants to cope with the 
“cruel world”, at the same time the very act of shutting down and denying reality 
seems to block and delay their ability to seek help and implement sustained change. 
Nevertheless participants did describe repeated planned attempts at weight-loss using 
more traditional behavioural methods. Such traditional methods “do not work” per se 
and in addition professional interventions used to promote help-seeking behaviour and 
change through the injection of fear actual result in a heightened defended self, less 
likely to seek help. These past attempts at weight-loss are motivated by a general 
dissatisfaction with participants’ current self in terms of appearance, psychological 
well-being and physical health. Despite being unsuccessful in bringing about 
sustained change these ongoing and persistent motivations that influence the decision 
to lose weight in a gradual “drip drip” fashion are useful in laying the foundations for 
arriving at the decision to seek surgery. The final decision to seek surgery however 
does not emerge solely from these failed attempts but requires a defining moment 
which offers participants hope of an alternative life trajectory. This hope allows 
participants to lower their defences by offering protection from a resulting state of 
unbearable hopelessness, pain and depression. Thus participants are then able to 
acknowledge the reality of their situation and contemplate the threat their weight 
poses to their life and the urgent need for change. Therefore participants’ motivations 
for weight-loss develop from previous distal background motivators to proximal
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motivations such as the desire to prolong their life. Surgery is then seen as their last 
and only chance of losing weight.
Participants made direct links between themes. The negative experiences they endured 
led to the creation of defence mechanisms designed to cope. Repeated failed attempts 
at weight-loss resulted in increased levels of negative affect such as depression and 
perpetuated a continuation of both an unhealthy lifestyle and the implementation of 
defence mechanisms. Participants’ understanding of why their “defining moment” 
triggered their decision to seek surgery however was initially unclear. It is 
hypothesised the process of engaging in a thoughtful and open narrative about their 
experiences led to greater coherence and awareness of their experience. However a 
more interpretative stance was required to capture the essence of participants’ 
accounts. As such the links made between experiencing the defining moment and the 
impact this then had on the intensity of defensiveness, and change in motivators for 
weight-loss that ultimately led to the decision to seek surgery, were not made 
explicitly by all participants. However counselling techniques employed during the 
interviews such as summarising and paraphrasing the content of accounts allowed me 
to share my interpretation with participants. Their feedback provided validation for 
my interpretation with many exclaiming “I guess I never looked at it like that before 
but you’re right” (Sam). For coherence a diagrammatic representation that seeks to 
capture the relationship between themes has been provided to present a more holistic 
perspective on the data (Smith, 1999). See Figure 1.
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Figure 1 : Diagrammatic Representation of the process involved in participants’
decision to seek obesity surgery
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4,2 Links with Existing Literature
By revisiting theories that attempt to explain decision making in terms of health- 
related behaviour change and help-seeking behaviour (as outlined in the introduction) 
this study’s results reveal some interesting insights into decision making processes. It 
would appear this study supports notions proposed by both sides of existing 
perspectives relating to the processes involved in decision making and change, i.e. 
gradual shifts verses sudden triggers to change.
It is apparent that all participants had an extensive history of motivations for, and 
behavioural attempts at, weight-loss. Such behaviour was motivated by ongoing and 
persistent dissatisfaction with participants’ current self and influenced the decision to 
lose weight in a gradual fashion through the development of cognitive shifts and the 
implementation of behavioural plans, such as diets and exercise regimes. This 
experience finds reflection in concepts proposed by social cognition models that 
propose a decision to lose weight results from a gradual accumulation of information 
and a gradual shift in beliefs (Rosenstock, 1966; Ajzen & Madden, 1986; Prochaska 
and DiClemente’s, 1992). However it has also been suggested that such plans or 
intentions to lose weight may only underpin short-term changes in behaviour rather 
than sustained changes (Ogden & Hills, in press). These results find reflection in this 
proposal as participants described experiencing the failure of such background 
motivators and subsequent behavioural methods, which although result in short-term 
weight-loss, in the long-term weight gain.
This study does not however suggest that such planned attempts at weight-loss are 
counterproductive. They are instead perceived as laying the foundations for change 
and understood, in the context of Waddington’s (1977) Epigenetic Landscape Theory, 
as preparing participants for change so that a small environmental force at a critical 
period can send their behaviour down a very different path.
This study supports Sutton’s (1998) proposal that although social cognition models 
are useful in understanding some aspects of behaviour change, many factors which 
determine such change remains unclear and unidentified. It is suggested that the 
gradual process of change (i.e. losing weight) as proposed by social cognition models’
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concepts is influenced not only by the rationality of human behaviour (Conner & 
Norman, 1995) but by the emotional state of participants who, as well as needing to 
lose weight also need to cope with the negative effects of being obese. Participants 
described a wealth of negative consequences of being obese, such as stigma, 
depression and low-self esteem. These experiences are supported by previous research 
detailing the widespread prevalence of obesity stigma and discrimination (Puhl & 
Brownell, 2001 & 2003; Boucchieri et al, 2002) and psychosocial dysfunction 
(Karlsson et al, 1998) found in the obese population. Participants utilised defence 
mechanisms to protect themselves from ensuring psychic pain (Lemma, 2003). Their 
experience finds reflection in emotionally driven concepts proposed by the self­
regulation model of illness cognition and behaviour (Leventhal and colleagues (1980; 
1997) outlined in the introduction. Although such defence mechanisms serve to 
protect participants and allow them to survive, they also prevent them from 
developing a relationship with their reality and hinder the likelihood of help-seeking 
behaviour or sustained behaviour change. Participants are then seen as engaged in a 
cyclical pattern of status quo, unable to lose weight (see Figure 1).
Participants’ decision to seek surgery ultimately results from experiencing a “defining 
moment” that offers hope of an alternative life trajectory. This finds reflection in 
research which supposes a more sudden and dramatic approach to decision making 
triggered by “life crisis” and/or “epiphanies” (Ogden & Sidhu, 2006; Ogden et al., 
2006; West, 2006). However instead of descriptions of “life crisis” the majority of 
participants in this study described routine events, that offered hope of a new and 
obtainable identity, triggered their decision to seek surgery. In contrast to research 
findings above, experiencing more “life crisis” or catastrophic events actually served 
to heighten participants’ defences and impeded their ability to change and seek 
surgery.
It is suggested, using the “cart metaphor” (West, 2006) that the hopeful “defining 
moment” resulted in a “pull” of motivation to change and bring about this desired 
future and allowed participants to lower their defences and acknowledge their own 
mortality. Therefore gradual and persistent past attempts at weight loss mid the
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experience of a defining moment motivates the decision to seek surgery as participants 
are both ready to change and have been offered hope of a new and achievable identity.
4,3 Methodological Issues and Future Research Implications
The sample taking part in this study cannot be seen as representative of the wider 
obese population. IP A does not aim to achieve a representative sample, rather the 
emphasis is on producing an in-depth analysis of a small number of participants’ 
accounts. Furthermore conclusions drawn are seen as a co-creation of participants’ 
thoughts and my interpretation of their accounts. Therefore the conclusions drawn are 
recognised as being specific to this group (including myself) and caution must be 
maintained in generalising beyond these individuals. Smith & Osbom (2003) however 
maintain that the emergence of similar themes within one’s sample mav be relevant to 
individuals from comparable populations. Thus it is hoped these findings contribute an 
enriched understanding and insight into the processes involved in, and motivations for 
seeking obesity surgery.
The majority of individuals approached chose not to participate. There may, therefore 
have been a bias in recruitment of participants willing to discuss their experience. It is 
unclear how this willingness to talk may have impacted on their experience, and 
understanding of the decision to seek surgery. There may be others seeking surgery 
who share different experiences of their motivation for seeking surgery. Future work 
aiming to build on these findings would benefit from using a larger sample size. In 
addition it would be useful to recruit more male participants, of which there were only 
two in this study. It would be interesting to examine if gender issues influence 
motivation for surgery.
Four participants did not categorise their ethnicity as white/British. While this study 
has not explored the impact of ethnicity in relation to motivations for surgery, it would 
be interesting to do so. In particular it would be interesting to explore how different 
cultures perceive and respond to obese individuals. For example obesity has long been 
considered something to aspire to in Mauritania, where it serves as a symbol of beauty 
and wealth, with girls force-fed to achieve this desirable physique (BBC news, 2004). 
The consequences of being an obese person in Britain had important implications for
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the processes involved in participants’ decision to seek surgery, therefore it would 
seem likely that if such consequences differed so might motivations for seeking 
surgery.
It was beneficial to spend time observing outpatient clinics, allowing me to gain an 
understanding of issues pertinent to the obese population recruited, e.g. the negative 
experiences of being obese. This assisted in developing the interview schedule. It is 
acknowledged that questions asked may have influenced the direction of participants’ 
accounts, however the schedule was used as a guide and care was taken to ask broad 
questions in the hope that participants were not led and felt able to talk freely. To this 
end, as hoped, novel and unanticipated concepts were described by participants. On 
reflection it may be useful for future researchers to explicitly involve participants in 
the design and development of interview schedules.
Further research would benefit fi*om utilising a quantitative methodology to 
investigate whether participants’ experience of seeking surgery is generalisable to the 
wider obese population. In addition further qualitative and quantitative research is 
required to investigate decision making processes for other means of weight-loss 
behaviour and in the wider context of behaviour change, e.g. smoking cessation, 
substance misuse etc so a broader understanding may be developed.
4,4 Clinical Implications
Understanding motivations for seeking obesity surgery and in particular the role of 
hope in triggering the decision to seek surgery as a solution for weight-loss has 
important implications for clinical practice. It is suggested that traditional 
information-giving practices that focus on detailing the dangers of obesity status in 
terms of health and longevity may impede motivations for surgery and perhaps the 
motivation to change more generally. This is reflected in research which found that 
although GPs believe it is their job to advise patients on health risks associated with 
obesity this intervention makes little difference in getting patients to make long-term 
changes in their lifestyle (Fogelman et al, 2002). This study suggests that instilling 
such fear of the consequences of not changing may only serve to heighten 
defensiveness and hinder the decision to seek help and implement change.
Major Research Project 227
The findings of this study suggest health practitioners can play an important role in 
providing hope of the ability to lose weight for obese individuals. Professionals in 
other health arenas have found that providing and supporting hope of the ability to 
change has positive implications for smoking cessation and treatment-seeking 
behaviour for people with alcohol problems. Shahab et al (2007) found showing 
smokers an ultrasound image of their damaged artery alongside an image of a disease- 
free artery increased smoking cessation behaviours, demonstrating the importance of 
highlighting the positive impact of behaviour, e.g. lung function improvement, for 
motivations to change. Jakobsson et al (2005) found supporting hope can increase 
motivation and initiate alterations in the lifestyle of individuals with alcohol problems.
Research suggests GPs and clinicians however, feel negative about treating obesity 
and generally have little enthusiasm for weight management (Mercer & Tessier, 
2001). Research has explored GP’s attitudes to individual treatment approaches and 
have concluded they have reservations about using anti-obesity drugs (Mercer & 
Tessier, 2001; Epstein & Ogden, 2005), surveys show that only 3% of GP’s would 
refer obese patients for behaviour therapy (Cade & Connell, 1991) and that only 23% 
of physicians would refer morbidly obese patients, who met the criteria for surgery, to 
a surgeon specialising in obesity surgery (Foster et al, 2003). This view that the 
treatment of obesity is futile (Frank, 1993) may actually result in a self fulfilling 
prophecy of treatment failing as practitioners are inadvertently undermining obese 
individuals’ hope for change despite evidence that surgery is an effective long-term 
treatment for obesity (Foster et al, 2003). It is suggested that instilling hope of the 
ability to lose weight may have positive implications for obese individuals’ motivation 
to lose weight using surgical interventions.
4,5 Theoretical Implications
To date literature has tended to focus on theoretical perspectives that emphasise 
decision making and behaviour change as resulting fi-om a gradual accumulation of 
information and a gradual shift in beliefs. More recently it has been suggested that not 
all decisions are made in this way and that some health decisions emerge in more 
immediate ways, reflecting a more sudden and dramatic approach to decision making. 
This study supports both theoretical perspectives relating to the processes involved in
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decision making when deciding to seek obesity surgery. It is suggested that the two 
current perspectives of decision making are not mutually exclusive but interact, with 
the injection of hope which can be created by a specific trigger, and result in the 
decision to seek obesity surgery. Accordingly accumulation is necessary but not 
sufficient to engender a decision to seek surgery and requires the additional impetus 
provided by a trigger and the resulting sense of hope. This is summarised in Figure 1. 
Further research is needed to develop this integrated theory.
4,6 Conclusions
This study carried out an intensive analysis on participants’ motivations for and the 
meaning of experiences that result in the decision to seek surgery. The findings 
contribute to current theoretical perspectives on the processes involved in decision­
making and change. It is suggested that the decision to seek surgery results from a 
combination of both a gradual process of accumulation, which lay the foundations and 
prepare an individual for change, and an immediate trigger or “defining moment” 
which offers hope of an alternative life trajectory. This hopeful defining moment 
allows defence mechanisms, which serve to protect an individual from the negative 
consequences of being obese, to be safely lowered resulting in an acknowledgement 
of the threat their weight poses to their life and the urgent need for change. Surgery is 
then seen as their only way of losing weight. The findings highlight the need for 
health professionals to encourage obese individuals to lose weight through the 
injection of hope, rather than emphasising the negative consequences of not changing. 
The “pull” of hope may be a stronger motivator for change than the “push” of threat.
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Interview Schedule:
• Preliminaries:
Thank the interviewee for agreeing to take part.
Introduce myself and the nature and aims of the research topic.
Explain the confidentiality procedures, and when they must be broken, e.g. risk and 
duty of care.
Ensure you have obtained written consent to participate, to tape record the interview 
and use pseudonyms in the write-up.
Address any further questions the interviewee wants to ask.
Questions:
1. I would like to begin by asking you to tell me how you became overweight in 
the first place?
{personal weight histories, maybe linked to particular life events that triggered an 
increase in eating behaviour? Was there is distinct change in eating habits or did they 
gradually gain weight?)
2. What effect has your weight and size had on your life?
(practicalities, sense o f  identity -  self -esteem, worth, relationships with others, 
relationship with food)
3. Have you tried to lose weight before?
(what happened? Why didn Y it work? What got in the way o f  motivating you to 
change and sustain the change in eating behaviour?)
4. In the past what were your motivations for losing weight?
(was it a gradual realisation that your needed to lose weight or was it related to a 
specific life event?)
5. Why did you decide to have the surgery?
(what was the realisation that something needed to change? Is there a defining 
moment that triggered decision to change? Is it related to health, sense o f  mortality, 
milestones, or a more gradual realisation)
6. What was happening in your life when you decided to have surgery?
(If related to life events, what kind o f life events, mortality, milestones, external 
change etc. What did this life event mean to them, what were the characteristics o f  the 
event)
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7. Had you experienced these life events or similar experiences before?
(Previous (perhaps similar) triggers to lose weight that didn’t work)
8. What was different about this particular time compared to previous 
experiences?
Why did this prompt change (i.e. motivation for surgery) where before it had
not?
(why were you ready for change at this time and not before)
9. Has anything changed for you since experiencing this life event and 
subsequent motivation for change?
(view o f self, the world, new sense o f  determination for change)
10. How do you now feel about yourself and your life, following your life-event 
and decision to go for surgery?
Prompts:
Now I want to move on to.
Could you give me an example?
Can you tell me more about that?
Can you be more specific?
Finishing off
Anything we haven’t covered that you think is important / relevant to this area of 
investigation?
How has it felt talking to me?
Any questions?
That is the end of the interview. Thank you very much for taking part.
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Major Research Project
INVITATION TO PARTICIPATE IN A CLINICAL RESEARCH STUDY
Study Title:
What Factors Trigger Help-Seeking Behaviour for Obese Individuals? 
Researcher:
Marie Vartanian (Trainee Clinical Psychologist)
Supervisor:
Professor Jane Ogden
I am conducting research into motivations for obesity surgery for my PSYCHD 
Practitioner Doctorate in Clinical Psychology at the University of Surrey.
This investigation aims to contribute to the existing knowledge and understanding of 
the experience of change and help seeking behaviour for obese individuals.
I would be grateful if you would be willing to participate in a 30 -  60 minute 
interview to describe your own motivation for obesity surgery.
I have enclosed an information sheet, which explains the study in more detail, and a 
consent form for you to sign if you are happy to take part.
If you are interested in taking part in the study please contact me either by telephone 
on 07773608763 or alternatively email me at psm2mv@surrev.ac.uk with your 
contact details. I will then contact you to arrange a convenient time for us to meet and 
carry out the interview.
If you have any further questions about the study, do not hesitate to contact me. This 
will not affect your decision to take part.
Thank you for taking the time to read this
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Participant Information Sheet
Principal Investigator: Marie Vartanian (Trainee Clinical Psychologist)
Research conducted as part of a PsychD Clinical Psychology Training Programme at 
the University of Surrey.
Supervisor: Professor Jane Ogden 
Study Title:
What factors trigger help-seeking behaviour for obese individuals?
Invitation Paragraph
You are being invited to take part in a research study. Before you decide, it is important 
for you to understand why the research is being done and what it will involve. Please 
take time to read the following information carefully. Talk to others about your 
participation if you wish. Please ask if there is anything that is not clear or if you would 
like more information. Please take time to decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the study?
This study is interested in finding out about obese individuals’ reasons for seeking 
gastrointestinal surgery, despite the risk it can carry. Recent evidence suggests that for 
some individuals the experience of certain life events can bring about a desire to change 
and seek help. This study aims to contribute to the existing knowledge and 
understanding of the experience of change and help seeking behaviour for obese 
individuals.
This study will run from August 2006 to September 2007.
Why have I been chosen?
We are interested in hearing about your experience as you have been accepted for 
gastrointestinal surgery and may be able to reflect on your own reasons and motivations 
for seeking this intervention.
In total approximately 15 people will participate in the study.
Do I have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you 
will be given this information sheet to keep and be asked to sign a consent form. You 
are still fi*ee to withdraw at any time and without giving a reason. A decision to 
withdraw at any time, or a decision not to take part, will not affect the standard of care 
you receive. If you chose to withdraw any information that has been formerly 
collected will be processed as part of the study.
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What would taking part entail?
You will be asked to eomplete an interview regarding your experience of deciding to 
have obesity surgery, including some information on your previous weight history. 
This would be done over one meeting and can be done at a mutually convenient 
location. You will not be required to do anything else once the interview has been 
conducted.
The interview will be audio taped and your consent for this to occur will be asked for. 
If you agree, the tape of your interview will be stored in a locked cabinet and will 
only be listened to by myself or my university supervisor. No one else will listen to 
your tape. Your name and address will not be attached to the tape so you will not be 
identifiable. If you decide to allow your interview to be audio taped, you can stop the 
taping at any time. The content of the interview will be transcribed verbatim but your 
name or any identifying details will be changed. Audiotapes of interviews will be 
destroyed immediately after the interview has been transcribed.
What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if  you 
wanted to stop the interview for any reason, you would be free to do so immediately.
It is hoped the study will contribute to a greater understanding of the experience of 
help- seeking behaviour and change for obese individuals. If you would be interested 
in the results of the study we would be happy to share these at a later date.
What if I become distressed?
There is a minimal possibility that some people may become distressed when 
discussing their experiences. Before the research procedure begins the researcher will 
discuss this possibility with you and the two of you will develop a plan for how to 
cope with any distress that arises. This would include considering who else would be 
able to provide you with appropriate support, including the multi-disciplinary team at 
the Obesity Clinic, friends and family.
What is something goes wrong?
If you are harmed by taking part in this research project, there are no special 
compensation arrangements. If you are harmed due to someone’s negligence, then 
you may have to pay for it. Regardless of this, if you wish to complain, or have any 
concerns about any aspect of the way you have been approached or treated during the 
course of this study, the normal Health Service complaints mechanisms should be 
available to you.
Will my taking part in this study be kept confidential?
All information collected during the study will be kept strictly confidential. It will be 
coded and have your name and address removed so that you cannot be recognised 
from it. If you consent to take part in the research the people conducting the study will 
abide by the Data Protection Act 1998, and the rights you have under this Act.
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What will happen to the results of the study?
The results of this study will be written up by September 2007 and submitted to the 
course being undertaken by the researcher at the University of Surrey. An article 
about the study will then be written and attempts will be made to publish it in a 
national psychology journal. No participant will be identified in any part of the write­
up or article.
Who has reviewed the study?
This study has been reviewed by the East London and the City Research Ethics 
Committee, which raised no objection to it and by the Research and Development 
Department in your local NHS trust.
Contact for further information.
If you have any questions or eoneems about this study please contact the principal 
investigator:
Marie Vartanian (Trainee Clinical Psychologist)
C/o Department of Psychology
University of Surrey
Guildford
GU2 7XH
Tel: 01483 689441
Email: psm2mv@surrey.ae.uk
If you have any complaints about your participation in this research, in the first 
instance please contact the principal investigator Marie Vartanian. The normal 
National Health Service complaints mechanisms should also be available for you. 
You may wish to seek advice from the Patient Advice and Liaison Service, Tel 
020 7943 1335, Minicom: 020 7943 1350
If you decide to participate in this study you will be given a copy of this information 
sheet and a signed consent form to keep.
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CONSENT FORM (Version 1: Dated 02.06.2006) 
Title of project: What Factors Trigger Help-Seeking Behaviour for Obese 
Individuals
i n v e s t i g a to r :  M a r i e  V a r t a n i a n  ( T r a i n e e  C l i n i c a l  P s y c h o l o g i s t )  S u p e r v i s o r  ( P r o f e s s o r  J a n e  O g d e n )
Centre Number: Study Number: Patient Identification Number for this trial:
P l e a s e  in itia l b o x  
t o  in d ic a te  a g r e e m e n t
1.
1 confirm that 1 have read and understand the information sheet dated 02.06.2006 
(version 1) for the above study. 1 have had the opportunity to consider the information, 
ask questions and have had these answered satisfactorily.
2.
1 understand that my participation is voluntary and that 1 am free to withdraw at any time, 
without giving any reason, without my medical care or legal rights 
being affected.
3.
1 understand that the interview will be audio-taped and the content 
transcribed verbatim and give consent for this to occur.
4. 1 understand that my name will n o t  be used in the transcription to preserve 
Confidentiality but quotations without my name may be used in the write up. 1 give 
consent for this to occur.
5. 1 agree to take part in the above study.
Name of Patient Date
Signature
Name of Person taking consent Date Signature
(if different from Investigator)
Investigator Date
Signature
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The following information is collected so that people who read the final report 
can know more about the people who have taken part. However, none of this 
information will be used to identify you as this research is completely 
confidential.
1. How old are you? .........................................
2. Are you male or female? (circle appropriate response)
3. How much do you w eigh?......................
4. What has your highest weight been?   ...................
5. What has your lowest weight been?......................
6. What is your height?...............................
7. How would you describe your ethnicity?
Choose one section from (a) to (e) and tick the appropriate response to indicate your 
cultural background.
(a) White
British
Irish
Any other White background, please write in below.
Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write in below.
(b) Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below.
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(c) Black or Black British
Caribbean
African
Any other Black background, please write in below.
(d) Chinese or other ethnic group
Chinese
Any other, please write in below.
8. How long have you been overweight for?
9. What methods of weight loss have you tried?
Thank you for taking the time to provide this useful information.
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Facilitator: Issues of confidentiality discussed. Thanks for taking part. I would like to begin 
by asking you how you became overweight in the first place.
Claire: Well as a child I was a very skinny child, you could count my ribs in other words. 
And when I was 7 years old we went to a Greek wedding and I broke my arm and er they took 
me to a children’s hospital. Queen Elizabeth and er they couldn’t plaster my hand overnight 
because I had something to eat apparently so they were drugging me up all night just to keep 
the pain at bay and that was it, since then I don't know what happened to me I just become a 
very big child.
Facilitator: Is that because you ate more from then?
Claire: Well I don’t know what happened, it’s just like yeah probably I mean what can I say I 
mean probably I did eat more which like I didn’t realise but I was just a very very heavy child. 
I mean er I wouldn’t go out because I was so heavy I was always getting bullied whether at 
primary school or secondary school. I got bullied too, all my life. Till I now I’ve got that 
feeling I’m being bullied or individually people think, well they look at you and think there’s a 
fat person walking down the street you know it’s a horrible feeling to feel when you know 
you’re trying everything that you can like to look your best and be able to dress as nice and but 
then people look at you in a different way, in a different light.
Facilitator: So from, it sounds as though you were quite thin and then you broke your arm 
and then from then on would you say it’s been a gradual increase of weight, from that 
moment?
Claire: Well as far as, I mean I can remember, er yeah I was quite a big child after that and 
then when I reached say my puberty about 14,1 mean I was really a big big child I mean like 
my stomach used to hang down to my knees you know I used to get a lot of sores, er I couldn’t 
walk anywhere.
Facilitator: So you were bigger than you are now?
Claire: No, well no, now I’m bigger but I’ve learnt how to hide it like to when you was 
younger, you know what I mean, when you were younger you just like whatever your mum 
buys you have to put it on. Well now it’s a different ball game you know I can buy what I 
want to wear and er I mean at 14 I had erm er er what’s it called. I’ve forgot now erm not 
epilepsy erm a stroke at 14, at 141 had a stroke er a stroke at 14 and then my mum took me to 
my GP. My GP suggested it was my teeth, then they took me for my teeth, cause you know 
your mouth slightly goes onto one side and my eye, my face just got disformed.
Facilitator: Right so this was before they knew you had a stroke?
Claire: Well yeah because my mum, like we were at a wedding and then suddenly I couldn’t 
talk my mouth was like dropping on one side. So monday morning my mum took me to the 
GP and she said you know there’s something going on and he said oh no it’s nothing, it might 
be her teeth so he suggested to my mum to take me back to the dentist. The dentist sent me 
back to my GP saying there’s nothing wrong with my teeth but he thinks I had a stroke and in 
the end they were just playing my mum up so much that in the end she took me to a private 
Greek doctor that he used to inject me twice a day like for a whole month, I could never forget 
it like, just to bring like the muscles back into shape and whatever but because the doctors 
haven’t got it on record there’s nothing to prove that I did have a stroke but apparently it was a 
stroke I mean because I mean I lost like part of my hand, I couldn’t squeeze or anything but in 
time, as it says time heals itself and er I’ve always been a bit child sick? since I can remember 
you know except them last, first couple of years of my life that were absolutely fazed away
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but I mean I couldn't go out I couldn't walk anywhere cause I used to get sore or get piss piss 
taken out of me. You know it's like, it's a horrible thing
Facilitator: Yes ermm, that brings me onto my next question, I was going to ask what effect 
has your weight and size had on your life?
Claire: Well it it's all round my life I mean my weight and it's always been a problem I mean, 
couldn't go out and then when I did start working er girls used to go out but never asked me to 
go out because I was so big and then I thought well bugger them I'll show them what I'm you 
know made of er I've tried Harley Street injections er were your supposed to eat just er 
oranges and meat with no fat on it and all that I mean whatever I could afford I was trying to 
do for myself but then it you know it was just costing me an arm and a leg and then I tried 
some slimming pills erm which I was on them for quite a few years er and then I started er 
throwing up, er taking laxatives you know everything that comes with it and then I used to, for 
4 years I lived on grapefruit juice, a little carton a day er half a toast in the evening and a black 
coffee. And that was 4 years none stop. I was abusing my body in the end and then I become 
pregnant, er I think that's when I went down to about 7 stone. But I was looking in the mirror 
and seeing the same person, a big person. I mean you know I was just like a bag of bones 
really. I then I did become pregnant because it took me a good 7 years to become pregnant 
because my periods stopped while I was bulimic and then it took me 7 years to get pregnant 
and then I thought for my child's sake I've got to stop this because I started bringing up blood 
and er that really frightens me. I thought if I'm doing this to myself what am I doing to my 
child inside? And that's what really made me stop. When I had my daughter I mean it was a 
bad birth so you know I had a bad time and everything and then I went back into a depression 
like where I had a hysterectomy like not knowing what was going on like
Facilitator: Sony, you didn't know that you were having a hysterectomy?
Claire: No no it was an emergency. Apparently the baby the baby was er suffocating. I was in 
there so long, from tuesday down to friday and the baby was like suffocating so I remember 
they turned around said to my partner and said, is it your wife or your baby you want us to 
save? And that just stuck in my mind. When they did, when I actually did give birth, well the 
caesarean bit er it was quite shocking, no one come and explain to me I had a caesarean er my 
child wasn't near me, they had her in an incubator and then I rejected my child through it. Like 
you know so a hold load of (.) and then I thought shall I go back to the way I was, being sick 
and whatever but then I thought I wouldn't have the strength to look after my kid. You know 
because when you're bulimic all you want to do is sleep. You know so then I had another life 
to think about er I mean this has just taken my life over. Weight is just my whole life. I've 
never been a happy person, like yes I've got a front. I'm always cheerful, you know talkative, 
going out being like the bell of the ball, having a laugh, taking the piss out of people but 
inside I'm I'm dying. You know it's really hurting me cause I've tried every diet I can think of 
from weight watchers, (says 2 other diet names?) I've tried everything. I mean I went down 
the gym which I couldn't afford it, but I still went down the gym like thinking you know it 
might help me lose a couple of pounds and in the end the girl turned around and said, you're 
wasting your money, you're not losing any weight.
Facilitator: What do you think got in the way, of those methods of helping you lose weight? 
The dieting and the gym.
Claire: Well I tried calorie controlled diets. I mean I've tried er I've tried everything. It's not 
like. I've got the will power but then at the end I think well I'm not losing nothing, what's the 
point starving myself. Do you know what I mean in the end you just give up and then when 
you do lose a couple of pounds, then you put it on double after you like start eating normally, 
do you know what I mean, you put it on double and you think you know why have I been
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struggling on these years for. Do you know what I mean, it's like a hard, it's like you get 
kicked in the teeth again do you know what I mean. Oh I don't know, I mean maybe it's me 
but. You know when people like out there they think oh, they go to me, there's no way you 
weight as much as you say. I say yeah but you don't know because I'm hiding it all do you 
know what I mean with a coat and whatever. Cause where ever I go I always wear my jacket, 
even come summer or come winter. Cause then I don't want to reveal exactly what I look like 
inside. Do you know what I mean, it's like a protection.
Facilitator: Yeah yeah. In the past, what were your motivations for losing weight? When you 
dieted and went to the gym why did you want to lose the weight?
Claire: For my health, mostly my health because er I mean er my father died of a heart attack 
er my middle brother had a heart attack at 41, my eldest brother has got high cholesterol, my 
mum's got high cholesterol and I've got high cholesterol so you know in the end you think life 
is, it's just a like different things, in it? You're here one day, gone the next day and you think 
well what have I done in my life? And in my case I haven't done nothing that I want to do. 
Cause I've always been holding back because of my weight, you know what I mean. It's really 
hard like 11 don't go swimming because of my weight, I mean er cause people laugh at you 
when you go in your costume and you know people, normal size people can't see it but you 
know when you're big you know people are whispering behind your back, you can feel it, you 
know what I mean. It's er or even when you go out like say to a club you know as much 
money you spend to make your dress nice or whatever to them, in their eyes you're still a big 
person, do you know what I mean. Doesn't matter how nice you are or your personality, they 
just look at your size and think here you are that is a big women, do you know what I mean, 
so (.)
Facilitator: Hmm, does that add to your motivation for wanting to lose the weight?
Claire: Yeah, oh yeah because I mean er I mean years ago it was you know big was beautiful, 
well that's what they used to say but now it's just like big is a disease, do you know what I 
mean. And I mean as long as I've lived around and as long as I've struggled with my weight 
it's just like, you’re never accepted, do you know what I mean. You're never going to be 
accepted as a big person. And that hurts, it does hurt. You know when I was younger I used to 
cry to myself all the time. Now I do cry but secretly and no one knows. Do you know what I 
mean. It's like I'm a much stronger personality but I'm not but you don't show your feelings as 
much as you did when you were younger, do you know what I mean, it's all hiding how you 
feel now.
Facilitator: Why have you decided to have the surgery?
Claire: I've decided because I've been struggling with my weight for all my life now, well as 
long as I can remember, 14 years or so. I mean er in my youth I didn't have all this going on I 
mean gastric banding and what's the other one? And the gastric bypass and whatever and so I 
mean to me I've lived as a bigger person for 40 years, I might have had 4 years of my life 
being a slim person and that slim person was completely opposite to what I was. Outgoing er 
and party animal you know I was a completely different different person. Right I didn't care 
what people said, the way I dressed, how I feel you know you've got that, whereas now you're 
so worried as what people are going to say about you, you know it's always the public around 
you that you're worried more than anything. I mean I did get bullied anyway from my family 
that I’m always the big person
Facilitator: From your family?
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Claire: Yeah I mean my brothers always called me a tramp, when you’re not a thinner child 
you can’t afford to wear what you want and when I was growing up I mean I used to get 
grandmother's dresses. You know like being a big child you couldn't wear like what they've 
got nowadays for big people cause big people didn't exist in those days. You know if you got 
into a size 20, 22 dress it was an old grandmother looking dress, nothing like trendy. Do you 
know what I mean, it was a different sort of ballgame so I've always struggled so like for me 
it's it's having a new chance in life. If I had this operation to me I think I'd be the most 
happiest person going. Do you know I'd never look back and say I've regretted you know I've 
lost 40 years of my life, don't take me wrong, right, but even if I've got another 20 years left I 
want to make sure that I enjoy my life. You know being able to go swimming or ride a horse 
or do things that normal people do who think like, you know, there's nothing to it. But then 
when you're a big person it's something, for me, that's a big step to do, do you know what I 
mean. Er I might be 47 but inside of me I don't feel 47. There's a younger person trying to 
come out, do you know what I mean. Like to do things that I've always wanted to do but never 
had the courage to do. I think that's more it. And to me I mean this is my last chance cause I 
know the way I'm going I mean I don't think I'll live to about 50 anyway, about 55 cause 
health wise I mean I'm struggling with breathing, back pains I mean I keep having falls, er 
well they think, I don't know if it's blacks out I just like stand up and tip over. Yeah so I mean 
I've checked my heart and my heart's alright but then I mean I keep finding myself on the 
floor with no reason. I mean I can't walk that far very far because of my back pain. It is a 
struggle.
Facilitator: Yes. Can you remember er the moment when you decided that you were going to 
go for surgery? Did something stand out in your mind or a time when you thought, well that's 
it. I'm going to do that.
Claire: Well I'll tell you the truth I didn't know nothing about this surgery business, I mean I 
don't know how long it's been going on but it's it's it was this programme on TV about gastric 
banding in America that I seen and you know this person was quite a big person and then she 
had all this done and she started losing weight and I thought you know all this all my life I've 
been struggling with diets and that never worked for me right, and I said you know, I asked 
my GP right and I said to him is this true? And he said yeah and I said how much does it cost 
to have it done? So he looked at me and he said to me, it costs a lot of money so I said well 
much? You know. So he said you know it does cost about 7 thousand quid and I went, how 
much? Cause obviously I'm on income support and whatever and like I'm looking after my 
sick mum and so I thought oh you know I'm never going to afford it. Doesn't matter how 
much I save up in my life and then er they sent me to see another doctor apparently he was er 
about this blackouts and stuff, he was a general doctor (gives name). And he's the one who 
suggested for me to see Dr Coppack cause he realised right I was so unhappy in my life with 
my weight you know one day he just said something and I burst out crying and he said to me 
you know how long how you been quiet like I don't normally talk, my private life is my 
business. You know you see me I'm the happy person that everyone's jolly to be around and 
whatever but then they don't know me as a true person.
Facilitator: I see. What was going on in your life when you saw that programme? Cause it 
seems that seeing that programme was a moment that sticks out in your mind when you 
decided to have surgery. Was there anything else happening in your life at that moment?
Claire: Er well it's when I was going to the gym and I was really really trying to lose weight. I 
was on the treadmill and all the bits that come with it and I thought. The instructor kept saying 
to me, I can't believe you're not losing any weight, you know and I and she said to me it's 
unbelievable she said you don't look so heavy but you are quite heavy you know so and that's 
what what really triggered it off. Cause one night I was just sitting there and thinking well 
how many diets have I been through in my life? Like from the time I can remember till like
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Harley Street, the drugs were costing me an arm and a leg to buy, obviously on the black 
market cause you can't buy them on prescription or whatever. And I just sat there once and I 
thought, how much have I spent, just to get the body I want? And I'm still, I mean I'm 47 and 
I still aint got it. You know I've been struggling like 40 years of my life, my whole life is gone 
and only because of my weight, you know I've cut back on everything I've wanted to do in my 
life because of my weight.
Facilitator: Is that what you were thinking when you decided to have the surgeiy?
Claire: Yeah cause to me I mean I've tried everything else you know and like they say give 
this a chance, give this a year or whatever I mean and it's just like you're throwing money 
down the drain in the end. You know it's just like you're doing everything right, you're 
following your calorie controlled diets, you're grand, whatever you have to do. But then at the 
end like even like losing a pound would give you that boost that you need to continue. But 
with me it was like, I was like standing still, never going a bit less and then er thyroids kicked 
in, after I had my daughter. So whatever I do, I mean I've tried so many diets after having my 
daughter I mean even my GP said it's because your thyroids are playing up, do you know what 
I mean. So whatever I do there's just like a brick wall in front of me.
Facilitator: So have you thought that for a while, that these diets aren't working? But well 
what was different about that time when you said you remember thinking gosh I've done this 
and I've done this I've done so much so maybe surgery is the answer. If you'd thought that 
before what was different about that time?
Facilitator: Well its cause health wise, my health, I felt strain on my heart, I couldn't breath. I 
mean in the night time I know because when I get up my throats really dry so I must be 
snoring like terribly. Like heavy breathing er I mean continuous back ache I can't get rid of. 
I'm aching, like I can't get rid of. I mean I can't do things that I used to be able to do.
Facilitator: Is that more of a gradual thing do you think, that these things have gradually 
come upon you or do you think that there was a just moment where you had a complete 
realisation that.
Claire: Yeah something hit me over the head.
Facilitator: Well what, tell me about that.
Claire: Well 11 mean, looking at this programme right, and thinking, god I might not even 
live till 60, do you know what I mean. I mean I'd be happy if I get to 60 but my mind I thought 
well would I get to 60, do you know what I mean. That's what really hit me. Cause I know that 
before I was big but it didn't bother me health wise but now as I'm getting older it's more of a 
struggle. I mean a chore to do some things is more of a struggle now. To when I was say 24,1 
mean I was big but I used to do it, I used to like climb up, put all decorations up, you know. 
But know it’s like a big effort to even put er er well put the decorations up for Christmas. 
Health wise I know that I’m going down, do you know what I mean, and I think that’s what 
frightens me.
Facilitator: I’m really interested in, you said it was like being hit on the head when you were 
watching that programme. Do you think there were other times in your life where a similar 
sort of experience has happened, where you have seen a programme like that but you didn’t 
feel that you got hit on the head? What was it about that experience of watching someone lose 
weight with the surgery that made you feel that you’d been hit on the head?
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Claire: Cause I think because er getting older, getting older and struggling more to do things 
that I need to do, I mean when you’re younger you might be heavy but then you’ve got that 
energy but as you get older your energy disappears with the weight I think.
Facilitator: Did you sort of feel your age at that moment as well as worrying about your 
health?
Claire: Well yeah cause I mean, I mean I know 47 year old people that don’t feel like me you 
know, I just feel like I’m dragged down by the ankles all the time. That I’m sinking, put it this 
way I feel like someone’s just dragging me down. That’s how I feel. When I can’t do or try to 
push myself, then I get er panic attacks. When I tiy to do something that is over my power I 
go into panic attacks, I mean er sometimes I can’t even get out of the house that’s how bad I 
get. Then there’s, I mean, what was it, a couple of weeks ago I went to the bus stop and I was 
waiting for a bus and some stupid kids where going by and said oh look at that fat cow and 
that just knocked me 10 steps back and then like I put myself away again, do you know what I 
mean. It’s it’s
Facilitator: That sounds really horrible
Claire: It is, it is cause it’s all the little remarks that go, you know you know you’re big you 
don’t need people to turn around and say to you, you’re big or fat or whatever cause you know 
it yourself. But then people don’t realise how much you’re getting hurt by it. You know they 
think silly fat cow or whatever but you do get hurt. I mean it’s like when I go 2 steps forward 
and then they knock me back 10 steps again, then I have to struggle to get up to the point I 
was before, do you know what I mean, it’s just people’s attitude more than anything.
Facilitator: That perhaps if big was still beautiful it wouldn’t matter so much?
Claire: Well I wish I was in the Victorian times, where people’s was beautiful whereas now 
it’s like a bag of bones are beautiful more than having a curvy women so.
Facilitator: Absolutely, what are your hopes for the future now that you’ve decided to go for 
surgery?
Claire: Well for health I mean to me I want my health back. I mean I want to at least see my 
daughter graduate, do you know what I mean. Get married and whatever, I mean to me, I 
think with my daughter I mean I don’t know what I would have done. It’s certainly my 
daughter holding me together, do you know what I mean, otherwise I would think well, 
what’s the point of living, do you now what I mean. I mean you get up to a stage when you 
think what have I done with my life? You know what have I achieved in my life, what, you 
know, it’s hard but to me you toiow if I get the surgery that would give me 20 years back to 
do want I want to do with my life before I do you know go to the other side or whatever. Do 
you know what I mean it’s just given me that that hope in life. When I see Doctor Coppack 11 
mean sometimes like I had a go at him last time and I felt really bad right because he kept 
saying to me, have you seen the psychiatrist and I said what do you think I’m mad or 
something? I said I’m not a silly little girl, I said I don’t want to be a size 8 I just wanted to be 
a size 16 and be able to bend down comfortable and do my shoelace without having to ask my 
daughter to bend down for me and er you know I do have to apologise to him cause I was 
really bad (laughs). Cause no, but it’s the way, have you seen the psychiatrist? And I thought 
but you know. I’m not silly. I’m not a silly kid, you know I’m an adult I know what I’ve gone 
through in my life. Do you know what I mean, so I feel bad saying that to him anyway. You 
know. I’m not a bad person but to me I mean I’m trying to put my point to him, you know you 
don’t know my life. You don’t know what the hell I had to go through struggle to get up to 
this age, do you know what I mean. So 11 mean if he done it for me then it would be 20 years
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back in my life. That I could do things with my daughter that I can’t do now. Like you know, 
she goes jogging, she goes mum come jogging but I just can’t do it cause I can’t breath. I’m 
that short of breath, my heart’s pumping away even to walk a certain my back gives up. You 
know after standing about 10 minutes have to relieve that pain and then start again you know, 
and it is more health wise that is important to me. Cause I do want to live to about 65 or 70 at 
least, hopefully (laughs)
Facilitator: It sounds like you’ve been a survivor up until now.
Claire: I am I am I’m just like just gripping on eveiy step I can. You know I’m one of them 
people that think, you know I aint gonna give up so quick, do you know what I mean and 
that’s why probably Dr Coppack thinks I need a psychiatrist. But I’ve always struggled, since 
I was like 7 I’ve always had this problem about being big, I mean I know I said I became 
bulimic cause the girls wouldn’t ask me to go out with them cause I was big and I thought I’ll 
show you’s right and that’s when you know the craze come in, not realising you know that I 
was causing harm to my body, thinking oh I am gonna show you, so 4 days, like 4 years I was 
starving myself and taking laxatives and everything I could get my hands on. You know and 
then it was I thought I was pregnant when my periods stopped and you know and I went to the 
doctor and he said to me how can you be pregnant if you’re still a virgin? And I had to laugh 
because it had never even clicked on me you know what I mean cause like my periods stopped 
for a year, he said it’s because you’re under nourished, do you know what I mean but never 
clicked on to me I thought you know years ago you think cause of the boyfriend you got 
pregnant, you know that’s how you was brought up, not like nowadays you get such and such 
education at school or whatever so I mean so I do get kicked in the teeth and then get up and 
go again but to me as I said this surgery will be a lifeline, do you know what I mean, I think 
I’d be the happiest person going. I wouldn’t care if they turned around to me and said you’re 
dying tomorrow I wouldn’t care cause at least I’d be dying slim cause I’ve got this fear that no 
one will be able to lift my coffin. Do you know what I mean (laughs) I know it’s all 
imagination but it’s still there, do you know what I mean. I said that oh no they’re not going to 
be able to lift my body or you know when you sometimes go into hospital or the ambulance 
guys have to lift your body up you know could they manage my weight? Do you know what I 
mean it’s silly little things.
Facilitator: But it’s one of your fears?
Claire: Well you know there probably going to say oh there’s that fat person has died, do you 
know. I mean it’s only people that have been through being big would know what I’m talking 
about, do you know what I mean. Because you’re slim you know you can sit there and 
acknowledge what I’m saying but then you don’t actually feel what I would feel or someone 
else bigger than me.
Facilitator: I can guess but yes I can’t know exactly
Claire: No, yeah, so you see people walking in and out, right, big people, right and you think 
but I’m better off than that lady that was in here before, I mean you know I felt for her and 
then you think well I’m better off than her. But then you feel for her more because what 
would people say about that person? And I’m always on the defence side when I see a big 
person and someone taking the mickey I’ll stand in, you know, I’m always like “why’d you 
talk to that person like that?”. You know sort of thing to be like you, do you know what I 
mean. I’m still that I dunno maybe I’m so defensive in myself.
Facilitator: But as you said I think you understand what it’s like.
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Claire: Yeah and I won’t say, if someone says anything about me I won’t say nothing. But if 
someone says something to another person then I’ll butt in, aint it funny.
Facilitator: It’s maybe safer to protect someone else?
Claire: Well I dunno what it is. I’ve not got a clue but I know you know that person that 
walked out if someone took the mickey I would stand straight up and say you know it’s not 
right what you’re doing but if they done it to me I’ll shut up. So it shows you init. I’ve got the 
guts for other people but I aint got the guts for myself. Nevermind.
Facilitator: Well I haven’t got anymore questions actually but I was wondering if there was 
anything that you thought would be helpful to add, in terms of, kind of, the research looking at 
people’s motivations for obesity surgery.
Claire: Well I mean er there is people that do overeat, I mean the only thing that I find if you 
can find something for the brain to say I’m full, cause I mean even you might feel up to the 
palate of the mouth, but always the brain says you’re hungry. That’s what I’m finding. Like 
my stomach can be chocablock with food but my brain’s still working, oh you’re still hungry, 
you need food, you need, do you know what I mean, it’s the brain that pumps away all the 
time. I mean you know a lot of people say oh but you’re overeating, yeah but my brain says 
I’m hungry all the time. If there’s anything they can give the brain to block that piece off, 
cause sometimes you can be really full and your brain still says you’re hungry. That’s what I 
find. Up to a certain point then your stomach can’t fit anymore so there’s a lot of people that 
go and vomit and come back and do the same thing which I do sometimes but I’m harming 
myself more than I know. So that’s the story of my life.
Facilitator: Thank you so much for talking to me today. That’s really helpful.
Claire: Oh you’re welcome.
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Facilitator: Issues o f confidentiality discussed. Thanks for
taking part. I would like to begin by asking you how you 
became overweight in the first place.
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Claire: Well as a child I was a very skinny child, you could 
count my ribs in other words. And when I was 7 years old we 
went to a Greek wedding and I broke my arm and er they took 
me to a children's hospital, Queen Elizabeth and er they couldn’t 
plaster my hand overnight because I had something to eat 
apparently so they were drugging me up all night just to keep 
the pain at bay and that was it, since then I don't know what 
happened to me I just become a very big child.
Facilitator: Is that because you ate more from then?
(rilftlJiOO iC uJOOvd 4lV0
Claire: Well I don't know what happened, it's just like yeah 
probably I mean what can I say I mean probably I did eat more cVtûrfc 
which like I didn't realise but I was just a very very heavy child. , . n
I mean er I wouldn't go out because I was so heavy I was always 
getting bullied whether at primary school or secondary school. I 
got bullied too, all my life. Till I now I've got that feeling I'm 
being bullied or individually people think, well they look at you 
and think there's a fat person walking down the street you know 
it's a horrible feeling to feel when you know you're trying 
everything that you can like to look your best and be able to 
dress as nice and but then people look at you in a different way, 
in a different light.
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Facilitator: So from, it sounds as though you were quite thin 
and then you broke your arm and then from then on would you 
say it's been a gradual increase o f weight, from that moment?
Claire: Well as far as, I mean I can remember, er yeah I was 
quite a big child after that and then when I reached say my 
puberty about 1 4 ,1 mean I was really a big big child I mean like 
my stomach used to hang down to my knees you know I used to »
get a lot o f sores, er I couldn't walk anywhere.
Facilitator: So you were bigger than you are now?
Claire: No, well no, now I'm bigger but I've learnt how to hide 
it like to when you was younger, you know what 1 mean, when ^vu.n 
you were younger you just like whatever your mum buys you 
have to put it on. Well now it's a different ball game you know I 
can buy what I want to wear and er I mean at 14 I had erm er er 
what's it called. I've forgot now erm not epilepsy erm a stroke at 
14, at 14 I had a stroke er a stroke at 14 and then my mum took 
me to my GP. My GP suggested it was my teeth, then they took 
me for my teeth, cause you know your mouth slightly goes onto
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one side and my eye, my face just got disformed. 
f S ”""'' k"™ y»“ had a
Claire; Well yeah because my mum, like we were at a wedding
mum to take me back to the dentist. The dentist sent me back to 
my GP saying there’s nothing wrong with my teeth but he thinks
s
that he used to inject me twice a day like for a whole month, I 
ould never forget it like, just to bring like the muscles back into 
shape and whatever but because the doctors haven't got it on 
record there s nothing to prove that I did have a stroke but 
apparently It was a stroke I mean because I mean I lost like part
T  ; ^ything but in time, as it says
time heals itself and er I ve always been a bit child sick? since I 
can remember you know except them last, first couple o f years 
0 my hfe that were absolutely fazed away but I mean I couldn't 
go out I couldn't walk anywhere cause I used to get sore or get 
piss piss taken out o f  me. You know it's like, it's a horrible thing
Facilitator; Yes ermm, that brings me onto my next question, I 
^ m f i f lT  ^^^ct has your weight and size had on
liAi-VlxCv-A
h  SVvi>AJ
tors
Claire: Well it it's all round my life I mean my weight and it's 
always been a problem I mean, couldn't go out and then when I 
did start workmg er girls used to go out but never asked me to 
go out because I was so big and then I thought well bugger them 
111 show them what I'm you know made o f  er I've tried Harley 
Street injections er were your supposed to eat just er oranges and 
meat with no fat on it and all that I mean whatever I could afford 
I was trying to do for m yself but then it you know it was just 
costing me an arm and a leg and then I tried some slimming pills 
erm which I was on them for quite a few years er and then I 
started er throwing up, er taking laxatives you know everything 
hat comes with it and then I used to, for 4 years I lived on 
grapefruit juice, a little carton a day er half a toast in the evening 
and a black coffee. And that was 4 years none stop. I was 
^ u sm g my b ^ y  m the end and then I become pregnant, er I 
think that s when I went down to about 7 stone. But I was t
looking in the mirror and seeing the same person, a big person. I 
mean you know I was just like a bag o f  bones really. I then I did 
become pregnant because it took me a good 7 years to become
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pregnant because my periods stopped while I was bulimic and ^  
then it took me 7 years to get pregnant and then I thought for my (T>qijc«tLii
child's sake I've got to stop this because I started bringing up 
blood and er that really frightens me. I thought if  I'm doing this 
to m yself what am I doing to my child inside? And that's what Abk 
really made me stop. When I had my daughter I mean it was a ;v\ vL'ViWA 
bad birth so you know I had a bad time and everything and then ^  ^
I went back into a depression like where I had a hysterectomy ' ^ ‘ ’
like not knowing what was going on like Lt^ CvtrvJk .
Facilitator: Sorry, you didn't know that you were having a 
hysterectomy?
Claire: No no it was an emergency. Apparently the baby the 
baby was er suffocating. I was in there so long, from tuesday 
down to friday and the baby was like suffocating so I remember 
they turned around said to my partner and said, is it your wife or 
your baby you want us to save? And that just stuck in my mind.
When they did, when I actually did give birth, well the 
caesarean bit er it was quite shocking, no one come and explain 
to me I had a caesarean er my child wasn't near me, they had her 
in an incubator and then I rejected my child through it. Like you 
know so a hold load o f  (.) and then I thought shall I go back to 
the way I was, being sick and whatever but then I thought I 
wouldn't have the strength to look after my kid. You know NA ViV
because when you're bulimic all you want to do is sleep. You 
know so then I had another life to think about er I mean this has 
just taken my life over. Weight is just my whole life. I've never 
been a happy person, like yes I've got a front. I'm always 
cheerful, you know talkative, going out being like the bell o f the 
ball, having a laugh, taking the piss out o f  people but inside I'm 
I'm dying. You know it's really hurting me cause I've tried every 
diet I can think o f  from weight watchers, (says 2 other diet 
names?) I've tried everything. I mean I went down the gym 
which I couldn't afford it, but I still went down the gym like 
thinking you know it might help me lose a couple o f pounds and 
in the end the girl turned around and said, you're wasting your 
money, you're not losing any weight. M ^
Facilitator: What do you think got in the way, o f  those methods 
o f  helping you lose weight? The dieting and the gym.
lose
Claire: Well I tried calorie controlled diets. I mean I've tried er 
I've tried everything. It's not like. I've got the will power but 
then at the end I think well I'm not losing nothing, what's the 
point starving myself. Do you know what I mean in the end you 
^•u fluJ LV» tLvdok .145 just give up and then when you do lose a couple o f  pounds, then
J  I 146 you put it on double after you like start eating normally, do you J
know what I mean, you put it on double and you think you know
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why have I been struggling on these years for. Do you know 
what I mean, it's like a hard, it's like you get kicked in the teeth piousW ^
again do you know what I mean. Oh I don't know, I mean '
maybe it's me but. You know when people like out there they 
think oh, they go to me, there's no way you weight as much as 
you say. I say yeah but you don't know because I'm hiding it all 
do you know what I mean with a coat and whatever. Cause 
where ever I go I always wear my jacket, even come summer or 
come winter. Cause then I don't want to reveal exactly what I 
look like inside. Do you know what I mean, it's like a protection.
IVVAt..K|ev
Facilitator: Yeah yeah. In the past, what were your motivations  ^
for losing weight? When you dieted and went to the gym why ^
did you want to lose the weight?
Claire: For my health, mostly my health because er I mean er 
my father died o f a heart attack er my middle brother had a heart 
attack at 41, my eldest brother has got high cholesterol, my 
mum's got high cholesterol and I've got high cholesterol so you 
know in the end you think life is, it's just a like different things, 
in it? You're here one day, gone the next day and you think well 
what have I done in my life? And in my case I haven't done 
nothing that I want to do. Cause I've always been holding back 
because o f my weight, you know what I mean. It's really hard 
like I I don't go swimming because o f my weight, I mean er 
cause people laugh at you when you go in your costume and you 
know people, normal size people can't see it but you know when 
you're big you know people are whispering behind your back, 
you can feel it, you know what I mean. It's er or even when you 
go out like say to a club you know as much money you spend to 
make your dress nice or whatever to them, in their eyes you're 
still a big person, do you know what I mean. Doesn't matter how 
nice you are or your personality, they just look at your size and 
think here you are that is a big women, do you know what I 
mean, so (.)
Facilitator: Hmm, does that add to your motivation for wanting 
to lose the weight?
Claire: Yeah, oh yeah because I mean er I mean years ago it 
was you know big was beautiful, well that's what Üiey used to 
say but now it's just like big is a disease, do you know what I 
mean. And I mean as long as I've lived around and as long as 
I've struggled with my weight it's just like, you’re never 
accepted, do you know what I mean. You're never going to be 
accepted as a big person. And that hurts, it does hurt. You know 
when I was younger I used to cry to m yself all the time. Now I 
do cry but secretly and no one knows. Do you know what I 
mean. It's like I'm a much stronger personality but I'm not but
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APPENDIX 7
Table of Emerging and Superordinate Themes for Participant 7
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APPENDIX 8
Participant Feedback Questionnaire
Major Research Project 276
Feedback Questionnaire
This is a list of the experiences individuals described prior to their decision to seek 
obesity surgery.
What do I need to do?
Please read the descriptions of each theme and comment on:
i) the points you feel are a valid description of your experiences
ii) the points that you disagree with or that do not represent your experiences
Theme 1: Creating the Defended Self
This theme encapsulates individual’s description of the negative effect their weight 
and size has on their life. It sets the scene for the subsequent theme “being defensive” 
and illustrates the experiences some individuals endured that assist in creating the 
defensive person they become in order to survive and cope.
The negative experiences individuals described included:
• The way they are treated by others, i.e. experiencing stigma, discrimination 
and rejection.
• The way they feel about themselves, e.g. experiencing depression, low self­
esteem, a sense of powerlessness and feeling cut-off from the world.
• The negative effect weight has on individuals’ physical health.
• And the reduced ability to live life to the full, e.g. difficulty buying clothes 
and carrying out particular activities.
Were these experiences you feel you can relate to?
Theme 2: Being Defensive
This theme describes the coping mechanisms individuals described using in order to 
cope with the negative effects of being obese (as outlined above). In short that a 
number of coping strategies have been developed by individuals to cope with the way 
others treat them and the negative ways in which they view themselves.
These coping mechanisms included:
• Defence mechanisms aimed at the external world, e.g. using humour, hiding 
their feelings, shutting down and showing no weakness; to protect the self 
from the damage the external world (others) could do.
• Defence mechanisms aimed at the internal world, e.g. protecting themselves 
against the realisation that weight loss is in their control through the use of 
denial. For example individuals denied their eating habits may have 
contributed to their current size. This was seen as an attempt to protect their 
fragile psychological state and low self-esteem. The use of denial was viewed 
as an understandable response to the stressful situation individuals had to 
cope with and allowed them to continue living day-to-day.
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Are these experiences you feel you can relate to?
Theme 3: Laying the Foundations for Change
This theme describes the long history of attempted weight loss behaviour described by 
individuals before they decided to seek surgery. It conceptualises the process 
individuals go through before arriving at their decision to seek surgery. This is viewed 
as laying the foundations for change as these extensive attempts at weight loss are 
viewed as a prerequisite before the decision to seek surgery can be reached.
Individuals described:
• Past motivations for weight loss, which included a desire to improve their 
appearance, psychological well-being and physical health?
• That being told to lose weight is not enough of a motivator and actually serves 
to increase the defences individuals use to cope with the difficulties of being 
obese and hinders their motivation for, and ability to change.
• Extensive attempts at weight loss using behavioural methods that ultimately 
fail as although they may result in short term weight loss, in the long term they 
result in weight gain.
Was this your experience?
Theme 4: Motivations for Surgery
The majority of individuals described experiencing a defining moment that triggered 
their motivation for seeking surgery which stood out vividly in their mind. This 
moment was seen as differing from the past persistent motivations for weight-loss and 
appeared to have an immediate effect on how they perceived the need for, and their 
ability to, change.
For participants these defining moments promoted an acceptance of cognitions that 
motivated their decision to seek surgery. These defining moments allowed individuals 
to become aware of and realize their own mortality in a way they had been unable to 
do so previously. This then led to a conceptualization that change needed to occur and 
surgery was seen as their “last chance” of losing weight in addition to being viewed as 
an opportunity to break the vicious cycle of depression, overeating and weight gain.
Therefore individuals described experiencing:
• A defining moment which triggered their decision to seek surgery, these 
included seeing an old friend who had lost weight since having surgery, 
watching a television programme depicting someone who had lost weight 
following surgery and seeing an x-ray of their body and seeing their “true 
thin self’.
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It is suggested that these defining moments allowed individuals defences to 
be lowered as they offered hope of the ability to change. Therefore 
individuals were safely able to acknowledge how their weight posed a 
significant threat to their life and the aim of prolonging their life became 
their primary reason for losing weight.
Surgery was then seen as the last and only way of losing weight as well as 
an opportunity to break the cycle of weight gain they found themselves in.
Was this your experience?
Theme 5: Hope
The final theme to emerge firom participant’s account was that central to the “defining 
moment” they experienced was its ability to generate a sense of hope. For some this 
hope was provided through seeing the self they aspired to be did exist and could be 
realised, for others hope of an alternative life trajectory was offered through seeing 
others successfully lose weight through surgery.
It is suggested that through the injection of hope individual’s defence mechanisms, 
designed to cope with the negative effects of being obese, could be safely lowered and 
then individuals were able to acknowledge how their weight posed a significant threat 
to their life in a way they had been unable to do previously. Obesity surgery was then 
seen as the only way of losing weight.
Does this reflect your own experience?
Overall Comments:
Do you have any overall comments on the interpretation of the results? 
Was there anything that surprised you, or are the results as you expected?
Thank you again for taking part in this study
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice
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